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PRACTICAL 
THERAPEUTICS 


By M. E. Rehfuss, M.D., F. Kenneth Albrecht, M.D., A. H. Price, M.D., and ten other out- 
standing Clinician-Teachers. 


This brand new and most unusual textbook of practical therapeutics presents symptomatic and 
specific therapy, with literally thousands of prescriptions and detailed instructions on how to 
handle every situation a physician encounters in his practice. There are chapters filled with 
practical information on radiation, and radioactive isotope therapy, physical therapy, psycho- 
therapy, psychosomatic medicine, occupational therapy and rehabilitation, and industrial 
therapy. Pre- and postoperative care receive special attention as do pediatrics, dermatology, 
otorhinolaryngology, ophthalmology, oxygen therapy and prophylactic medicine. 


A descriptive circular of this book will be sent upon request. 


8% x 11, 829 pages, illustrated—$15.00 


J. A. MAJORS COMPANY 


New Orleans 13 Dallas 1 Atlanta 3 
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LIPPINCOTT SELECTED PROFESSIONAL BOOKS 


Physiologic Therapy in 
Respiratory Diseases 


SECOND EDITION! 
ENLARGED! 
REVISED! 


by Alvan L. Baerach, M.D. 


In this revised edition of ‘‘Principles and Practices of Inhalational Therapy” 
Dr. Barach presents the most recent developments in physiologic therapy 
in respiratory disease. Although much of the material has been rearranged 
for easier reference, the emphasis is still upon the aims of the treatment, 
rather than on the study of the diseases, and covers treatments by physical 
procedures, antibiotic therapy, allergically directed treatment and drugs. 

New developments in the therapeutic use of gases, such as aerosols, 
descriptions of the latest apparatus for inhalational therapy, and further 
studies on Anoxia and its treatment are among the additions to this book. 
The general practitioner of medicine will find here the practical technics in 
current use in this field, together with a thorough understanding of the 
basis for their employment. 


Associate Professor of Clinical 
Medicine, Columbia College of 
Physicians and Surgeons; Assist- 
ant Attending Physician, Presby- 
terian Hospital, New York, N. Y. 


408 pages 
74 illustrations 


$9.00 





Pa 


Control of Pain in Childbirth, by Clifford B. Lull, M. D. and Robert A. Hingson, M. D. 


New 3rd Edition An enlarged edition, with new chapters, revisions, and additional infor- 
in preparation mation. Approximately 500 Pages. 171 Ilhustrations. 40 Charts. 10 Color 


Plates. $10.00. 


J. B. LIPPINCOTT COMPANY, East Washington Square, Philadelphia 5, Pa. 
Enter my order and send me: [] Barach, PuysioLocic THERAPY, $9.00 
(0 Lull and Hingson, Controt oF Pain, $10.00 








(0 Cash enclosed 
0 Send C.O.D. 
00 Charge my account 


! 
I 
[ 
| 
| 
| 
! 


— ee ee ee 








SOUTHERN MEDICAL JOURNAL 





Tyrothricin 


and 


Benzocaine 


in a new, antibiotic throat lozenge! 


vrozets 


ANTIBIOTIC-ANESTHETIC 


THROAT LOZENGES 


Tyrothricin, potent antibacterial extract of 
Dubos’ bacillus, and widely considered the 
topical antibiotic of choice, is the principal 
ingredient of TyROZETS Lozenges, Sharp & 
Dohme’s remarkable new preparation for 
prophylaxis and treatment of gram-positive 
throat and mouth infections, and for post- 
surgical care of the pharynx. 

Tyrothricin is penetrating, nontoxic when 
applied locally, and highly effective against 
such gram-positive organisms as Coryne- 
bacterium diphtheriae, pneumococci, strep- 
tococci and staphylococci frequently re- 
sponsible for infections of throat and 
mouth. 

Each Tyrozets lozenge contains 
tyrothricin, 1 mg., and 5 mg. of sooth- 
ing, analgesic benzocaine. 





TyrozeTs Antibiotic-Anesthetic Throat Loz- 
enges rapidly relieve the pain and discom- 
fort of infected or irritated throats, promptly 
destroying gram-positive pathogens. 
These new, nontoxic, pleasantly flavored 
Sharp & Dohme lozenges are indicated 
for treatment of gram-positive throat and 
mouth infections, sore throats, and especially 
following tonsillectomies and pharyngeal 
surgery. They are also effective for 
prophylactic throat protection when colds 
are prevalent. 

TyrOZzETS Antibiotic-Anesthetic Throat 
Lozenges are packed in moisture-proof, 
plastic-stoppered tubes of 12. 


Gp TYROZETS 
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New TMosby Books 


Principles Governing 
EYE OPERATING ROOM PROCEDURES 


By EMMA I. CLEVENGER, R.N., Supervisor, Eye Operating Room, 
New York Eye and Ear Infirmary, New York City. 200 pages, illus- 
trated. Price, $5.50. 


The procedures described and illustrated in this book have been used success- 
fully for many years at the New York Eye and Ear Infirmary where Miss 
Clevenger has supervised. She has assisted eminent eye surgeons in their 

and as a result has experience which qualifies her to present material which 
will be of immense reference value to nurses and physicians when preparing 
for surgery on the eyeball and adnexa. 




















Technique of Treatment for the 
CEREBRAL PALSY CHILD 


By PAULA EGEL, Director of Cerebral Palsy Children’s Hospital, 
Buffalo, New York. 180 pages, 50 illustrations. (In Preparation) 


Miss Egel has been working almost exclusively with cerebral palsied children for 
many years and her experience has covered many different types. In her book 
she incorporates the problems of treatment of these afflicted children from the 
point of view of the one who carries out the treatment procedures. recommended 
by the physician. Since no two of these children are alike, it is very difficult to 
decide on actual procedures in the individual case, but this book will definitely 
serve as a manual which can be followed to obtain the best results possible. 


New Third Edition 
Handbook of ORTHOPAEDIC SURGERY 


By A. R. Shands, B.A., M.D., Medical Director of the Alfred I. 

du Pont Institute of the Nemours Foundation, Wilmington, Delaware; 

in collaboration with RICHARD B. RANEY, B.A., M.D., Associate in 

Orthopaedic Surgery, Duke University School of Medicine. 580 pages, 

illustrated. 3rd Edition. PRICE $6.00. 
Outstanding additions to this new Third Edition include: Discussion of eosino- 
philic granuloma, osteoid osteoma, post-traumatic painful osteoporosis; the 
section on the affections of the lower back has been rewritten and brought up 
to date with present-day thinking; the section on infantile paralysis has been 
brought up to date; 25 new illustrations have been added. It remains the only 
text on the subject in the low-priced, handbook class. 























SMJ 9-48 


The C. V. Mcsby Co., 3207 Washington Blvd., St. Louis 3, Mo. 

Please send me: 
Principles Governing Eye Operating Room Procedures, $5.50. 
Technique of Treatment for the Cerebral Palsy Child (When Ready). 
Handbook of Orthopaedic Surgery, $6.00. 





OR a Sos pcre tg ne oie ns es LAE sak pt os pees ow ee (CJ Enclosed is check. 


.....-...-.[] Charge my account. 
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“Imprisoned in every fat man, ( 
a thin one 


is wildly signaling to be let out.” 


C. C. Palinurus, quoted in Bull. New York Acad. Med. 24:2 (Feb.) 1948. 


Overeating imprisons the 
“thin one”, and he can signal 
till doomsday, but he will 


never get out unless the 





“fat man” stops overeating. 

‘Dexedrine’ Sulfate curbs appetite, makes it easy 
for the overweight patient to stop overeating and 
thus reduces weight safely without the use (and risk) 
of such potentially dangerous drugs as thyroid. 


Dexedrine Sulfate tases tix 


The most effective drug for control of appetite in 


weight reduction 


Smith, Kline & French Laboratories Philadelphia 


“Dexedrine’ T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F, 
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Distinguished HOEBER Books 


*2 NEW additions to the Modern Trends Series 


McLAREN’S 
MODERN TRENDS in DIAGNOSTIC RADIOLOGY 


pas brand-new book presents in clear and graphic fashion the latest methods 
and most recent advances in the entire field of X-ray diagnosis. 34 distin- 
guished authorities contribute from their special knowledge of particular fields. 
Edited by J. W. McLAREN, M.D., Dir. X-ray Dep’t, St. Thomas’ Hosp., 


444 pp., 381 illus., $12.00. 
MacKENNA’S | 
MODERN TRENDS in DERMATOLOGY | 


TT brilliant new book, enthusiastically endorsed by America’s leading derma- 
tologists, presents new facts not readily available elsewhere. It makes an 
invaluable reference for the family physician as well as the specialist. 

Edited by R. M. B. MacKENNA, M.D., St. Bart Hosp., London, 447 pp., 35 








illus., $8.50. Sh aca = 
BIERMAN’S CYRIAX’ 
PHYSICAL MEDICINE RHEUMATISM & SOFT 
in GENERAL PRACTICE | TISSUE INJURIES 


NEW, SECOND EDITION. An eminently 
practical book emphasizing physical meas- 
ures within the scope of the family physician. 


By WILLIAM BIERMAN, M.D., Attend. 
Phy. Therapist, Mt. Sinai Hosp.; 704 pp., 
310 illus. $8.00. 





BRAND NEW BOOK. A great tool for the 
family doctor showing simple and effective 
measures for treating difficult cases of 
rheumatism. 

By JAMES CYRIAX, M.D., Physiothera- 
peutic Dep’t, St. Thomas’ Hosp., London; 
517 pp., 210 illus., $9.75. 


MacKEE & CIPOLLARO’S 
SKIN DISEASES IN CHILDREN 


NEW, SECOND EDITION. This practical book, brought completely up-to-date, shows the f: 
physician exactly how to treat the troublesome, common dermatoses of infancy and childh 


Prescriptions abound throughout the text. 


By GEORGE MacKEE, M.D., Prof., and ANTHONY CIPOLLARO, M.D., Assoc., in Derm. 
& Syp., N. Y. Postgrad. Med. Sch., Columbia; 466 pp., 229 illus., $7.50. 





p< < e ee e  e  oe e  ee eree —— 
PAUL B. HOEBER, Inc. sMJ s-ds , 

| Medical Book Department of Harper & Brothers 

| 49 E. 33rd St., New York 16, N. Y. : 

l O McLaren’s Modern Radiology_-_--.--.. $12.00 C] Bierman’s Physical Medicine____ $8.00 { 
(1) MacKenna’s Modern Dermatology.._.3 8.50 (J Cyriax’ Rheumatism $9.75 

| (1 MacKee & Cipollaro’s Skin Diseases_____________. $7.50 : 

OD Bill Me CJ On Approval (1 Check Enclosed (Return Privilege of course) 
| NAME 1 
| ADDRESS ZONE... STATE { 

















SOUTHERN MEDICAL JOURNAL September 1948 






hemoglobin bui 


PLUS nutritional su 


Slow regeneration of bl one of the most frequent—and often unappre- 


ciated—reasons for delayed and : 

prolonged illnesses as well as after surgery. This is not surprising die deen in 
otherwise healthy individuals a drop of only 10 or 15 percent in the hemoglobin 
level commonly produces definite asthenia and easy fatigability. Cytora is of 
particular value for convalescents because it provides important factors necessary 
for rebuilding blood plus other dietary essentials; each Cytora tablet supplies liberal 
quantities of iron, folic acid, liver concentrate, vitamin C and five B-complex factors. 
The pharmaceutical skill exercised in compounding Cytora tablets assures optimal 
absorption of the active ingredients and minimizes gastric disturbances. Cytora also 
eliminates a senseless multiplication of medications for the convalescent who might 
otherwise require several individual medicinal agents to rebuild his blood and im- 


prove his nutrition. Cytora is available in bottles of 100, 250, and 1000 tablets. 


ROCHE-ORGANON INC., ROCHE PARK, NUTLEY 10, N. J. 


CYTORA 
“ Roche-Ovganon’ 


1. M—Cytora — Reg. U.S. Pot. Of. 
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middle age® _ ; 
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Impairment of physical and 


mental activity is often the lot of the 





menopausal woman, beset as she is with 
distressing somatic and emotional symptoms. 
With “Premarin,” such vagaries of the 


climacterium may be prevented. In addi- 4 
<< 

y 
Uy 


+ A 


tion to prompt relief of physical discomfort 
following therapy, many patients attest 

to a “sense of well-being” marking the dif- 
ference between inactive and spirited 


existence... the ““plus’’ in ‘Premarin’ 







therapy that gives the middle-aged woman 

a new lease on useful and pleasurable living. 
Because “Premarin” is available in three 

potencies, the physician is able to adapt 

estrogenic therapy to the particular needs of the 


patient. Tablets are available in 2.5 mg., 1.25 mg. and 





0.625 mg.; liquid, 0.625 mg. in each 4 cc. (1 teaspoonful). 
While sodium estrone sulfate is the principal estrogen in “Premarin,““ 
other equine estrogens...estradiol, equilin, equilenin, hippulin... 


are probably also present in varying amounts as water soluble conjugates. 





ee 99 
* 
CONJUGATED ESTROGENS (equine) ® 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 


*Estrogenic Substances (water soluble) also known as Conjugated Estrogens (equine) 
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ARTHROKINESIS: 


improved mobility of arthritic joints 





Arthrokinesis [G. &p@pov joint + Kivnoic motion] is often a 

gratifying consequence of Ertron® therapy. Diminution of soft tissue 
swelling, improved muscle tone, abolition of pain, increased resistance to 
fatigue and enhanced well being are reported to accompany alleviation 
of muscle and joint stiffness in a notable percentage of cases. Critical 
analysis reveals significant improvement in over 80 per cent of 


patients receiving Ertron. 


Ertron is specifically designed for the treatment of arthritis and is 
pharmacologically unique. Its distinctive components, properties and 
action — derived from the electrical activation of heat vaporized ergosterol 
— differentiate Ertron from vitamin D preparations as such. Available for 
oral or parenteral therapy, each Ertron capsule contains activation 
products having 50,000 U.S.P. units, and each ampul 500,000 U.S.P. 
units of antirachitic activity, biologically standardized, 
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As an aid in the evaluation of arthrokinetic effect, 
Whittier Laboratories has made available to the 
profession without charge the Whittier Arthrometer, 
an unique device enabling objective measuremént of 
improved articular flexion and extension. If you have 
not yet received your Arthrometer, please write the 
Medical Department, Whittier Laboratories, for it. 


LABORA ORES 
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puerperal 
morbidity 
reduced 





Pelvis ee ess wane saan 


In a recent controlled study ! of 1,573 obstetrical patients, the incidence 
of genital tract infections was reduced from 5.3 per cent to 2.3 per cent 
when penicillin vaginal suppositories were used. A decline of 56.6 per cent! 
ADDITIONAL ADVANTAGES: PELVICINS (penicillin vaginal 
suppositories Schenley) shorten the hospitalization period; reduce nursing 
care required; are completely painless and nonirritating. These advantages 
suggest the value of their routine use in obstetrical procedure. 


SIMPLICITY OF TECHNIQUE: Insert 2 PELVICINS (total, 200,000 
units of penicillin) into posterior fornix of vagina with a sponge forceps, 
immediately after delivery of the placenta. 

SUPPLIED: Boxes of 6 and 12 PELVICINS, 100,000 units each. 


1. Pierce, R. R.: Am. J. Obst. & Gynec. vol. 55 (Feb.) 1948. 
#Exclusive trademark. © Schenley Laboratories, Inc. 


<<a . 
cs Schenley Laboratories, Inc. 


Executive Offices: 350 FIFTH AVENUE, New York 1, N. Y. 


PRICE REDUCTION: PELVICINS now cost your patients one-third less. 














Vol. 41 No. 9 SOUTHERN MEDICAL JOURNAL 11 


Always 


WAS, IS and 
WILL BE 


Dependable 


in digitalization 





% grains) 
CAUTION: To be 
dispensed by 
physician 











and its maintenance 


Pil. Digitalis (“Davies, Rose) 
0.1 Gram (approx. 1¥ grains) 
“Physiologically Standardized 


Each pill contains 0.1 Gram (approx. 1% grs.) Powdered Digitalis, 
produced from carefully selected leaf of Digitalis purpurea, therefore of an 
activity equivalent to 1 U.S.P. XIII Digitalis Unit. 





When Pil. Digitalis (“Davies, “Rose) are dispensed on a prescription, 
the physician is assured that the patient receives digitalis in its completeness 
and obtains the full benefit of the therapy. 


Trial package and literature sent to physicians on request. 





on 


Davies, Rose & Company, Limited 


Manufacturing Chemists, Boston 18, Massachusetts 
D21 
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Medicine 


wears seven-league boots 


Contemporary Medicine moves 


forward with tremendous strides... ... .- 


At the turn of the century, only 41 of every 100 infants born 
could hope for a 65th birthday. 


By 1940, the chances had risen to 63 in 100. 


Today, close to 70 per cent of newborn children may expect to 
reach retirement age. 


Contemporary Medicine is a story of progress 
achieved through cooperative effort . . 

a story of enlightened teamwork on the 

part of the clinician, the research 

worker, and Pharmacy, as exemplified 

in the modern pharmaceutical laboratory. 


At Bristol Laboratories, we recognize the privilege 
of sharing in this cooperative effort. Success in 
discharging this trust is measured by the increasing 
thousands of physicians who specify Bristol. 





Bristol 


LABORATORIES INC. 
SYRACUSE, 






NEW YORK 
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How its special vehicle makes ACnomel 


a significant advance, 
Clinical and cosmetic, 


in acne therapy 


Acnomel’s superior vehicle embodies 
an entirely new principle in topical 
acne therapy. To this vehicle— 

a stable, grease-free, flesh-tinted 
hydrosol— Acnomel owes the following 


important advantages: 





e It is easy to apply smoothly and evenly. 
e Upon application, it dries in a few seconds. 


e Its active ingredients are maintained in intimate 


and prolonged contact with the affected areas. 
e It removes excess oil from the skin. 


e It is readily washed off with water. 


Active ingredients: resorcinol, 2%; sulfur, 8%. 
& 


Available, on prescription only, in specially-lined 1% oz. tubes. 


Smith, Kline & French Laboratories, Philadelphia 
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EACH SUR-BEX TABLET CONTAINS: 


THIAMINE HYDROCHLORIDE... .6 MG. 
ES a6 nk css ke 6 MG. 
NICOTINAMIDE. ............30 MG. 


PYRIDOXINE HYDROCHLORIDE. . | MG. 
PANTOTHENIC ACID. ......... 10 Mc. 
(As Calcium Pantothenate) 
LIVER CONCENTRATE™* 0.3 GM. (5 GRs.) 
(70% Alcohol-Insoluble Fraction) 

BLEW ER’S YEAST, DRIED*........ 
0.15 cm. (2)2 crs.) 
*For other B Complex factors 


» dietary dub! 


The sensationalism that typifies his journalistic technique is 
equally marked in his choice of food. Common-sense eating is not 
for his taste. Regular hours are impossible. Before long his 
famous by-line appears in a doctor’s appointment book—not 
sick, not well—another victim of subclinical vitamin deficiency. 
When people will not or cannot eat properly, dietary reform may 
be difficult. Because deficiencies of the B complex are common 
in such cases, many physicians prescribe Sur-bex in addition to 
correcting the faulty diet. Sur-bex is Abbott’s high potency 
tablet containing therapeutic amounts of three B complex 
vitamins with brewer’s yeast and liver concentrate added for 
other B complex factors. The tablets have a special triple coating 
which leaves no unpleasant flavog or odor to betray the presence 
of the yeast and liver. Specify Sur-bex, conveniently available 
at all pharmacies in bottles of 100, 500 and 1000 tablets. 
ApBpotTt LABORATORIES, NorRTH Cuicaco, ILLINOIS. 


Vow, sunaex WITH VITAMIN C... 

contains 150 mg. ascorbic acid in addition to the same B complex 
factors which are found in Sur-bex. A gay, yellow tablet, the new 
Sur-bex with Vitamin C is in capsule shape for easy administration. 
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Prompt 


Relief of 
Anorectal 


Pain 







4 
anusol Lae ee 


Hemorrhoids can be considered part and parcel—if, indeed, not a penalty—of the 
modern tempo of living. It has been said that more than 50% of all people in middle life 
either have or have had hemorrhoids. 

In the palliative treatment of this common disorder or in simple, uncomplicated rectal 
irritations and inflammations ‘Anusol’ Hemorrhoidal Suppositories have been time-tried 
and have proved their clinical value over a period of many years. 

The prompt and soothing relief afforded by ‘Anusol’ Hemorrhoidal Suppositories is due to 
the emollient, mildly astringent, and antiseptic actions provided by the components of 
the well balanced formula. The effective blending of purely local actions quickly allays 
anorectal pain and discomfort without evoking undesirable systemic by-effects. 


Bismuth subgallate. . ...... 2.25% 
Bismuth-resorcin compound. . . . 1.75% 
Nicaraguan balsam (medicinal). . . 3.00% 
Mine GE Gn i oe ow Om s 11.00% 
ge ee eee 18.00% 
Cacao butter ointment base q.s. ad. 100.00% 


The small diameter and cylindrical shape of ‘Anusol’ 


rigs Hemorrhoidal Suppositories render their insertion 
Wm. R. Warner & Co., Ine. easy and painless. Melting at body. temperature and 
New York - St. Louis providing a soft, soothing, unctuous covering over 


the engorged hemorrhoids or irritated rectal mucosa, 
‘Anusol’ Hemorrhoidal Suppositories have a prompt, 
beneficial, therapeutic action resulting in 
almost immediate relief. 

How Supplied:‘ANUSOL’ Hemorrhoidal Suppositories 
are supplied in boxes of 6 and 12 suppositories. 


*T.M. Reg. U. S. Pat. OF. 
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“Pavatrine 
provides 

a high 
percentage 

of prompt 
alleviation 

of 
dysmenorrheic 


pain.” * 


SEARLE 


Research in the Service of Medicine 


*Viggiano, F. A.: Dysmenorrhea in Industry— 
Treatment with a New Antispasmodic, 
Indust. Med. 15:632 (Nov.) 1946. 


G.D. SEARLE & CO., CHICAGO 80, ILLINOIS 





A 


* 


$s. 








In two series of patients totalling 221, Viggiano* found Pavatrine 
“a most efficacious agent in the treatment of dysmenorrhea” 
in that 76.6 per cent of the patients obtained complete or 
moderate relief. 


This non-narcotic antispasmodic proved to be “a safe and 
effective medication for the symptomatic treatment of dysmen- 
orrhea and for reducing absenteeism among women workers.” 

Pavatrine has a dual relaxing effect—neurotropic and mus- 
culotropic—on the smooth muscle of the uterus, bowel and 
bladder —with accompanying relief of pain in spastic conditions 
of these organs. 

In the management of dysmenorrhea best results are ob- 
tained if medication is begun three to five days preceding 
menstruation. 


PAVATRINE® 
125 mg. (2 gr.) 


PAVATRINE with Phenobarbital 
Pavatrine—125 mg. (2 gr.) 
Phenobarbital—15 mg. (%4 gr.) 
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Lilly in Denmark 


THE ADVENT of Protamine Zinc Insulin in 1936 


added materially to the well-being and comfort 
of diabetic patients in whom it has since been 
employed. The basic research which made this 
achievement possible was accomplished by Dr. 
H. C. Hagedorn and his associates, of Copenha- 
gen. Eli Lilly and Company has co-operated 
fully in its elaboration for over a decade. 

In 1946, distribution of Lilly products to the 
Danish medical and pharmaceutical professions 
began. The Lilly Research Laboratories offer 


A 15x 12 reproduction of this Robert Riggs illustration is available upon request. 


Danish physicians their full co-operation in the 
development of new and superior medicinal 
agents. Physicians in the United States will be 
certain to share in any practical innovations 
which may be forthcoming. 


INTERNATIONAL % 














APPLICATION of Tincture “Merthiolate’ (Sodium Ethyl Mer- 
curi Thiosalicylate, Lilly ) to the operative field assures rapid 
elimination of many pathogenic organisms. Extra protection 
is afforded because “Merthiolate’ continues to inhibit and 
destroy organisms as they are released from sebaceous and 
sweat glands during the surgical procedure. “Merthiolate’ 
does not coagulate tissue proteins. Significant, too, is its 
compatibility with soap and other defatting agents. 

“Merthiolate,’ the many-purpose antiseptic, is available in 
the following convenient-to-use preparations: 

“‘Merthiolate’ Tincture 1:1,000 


‘Merthiolate’ Solution 1:1,000 
“Merthiolate’ Jelly 1:1,000 
‘Merthiolate’ Ophthalmic Ointment 1:5,000 
“Merthiolate’ Suppositories 1:1,000 


EL! LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S. A. 
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In The Comsecvattve Areatmenl of 


The Lumbosacral and Lower Lumbar Reeions 


' CAMP SUPPORTS offer advantages 


... Give firm support to the low back; the support is easily 
intensified by re-inforcement with pliable steels or the Camp 
Spinal Brace. 


...Afford a more stable pelvis to receive the superincum- 
bent load. 


---Allow freedom for contraction of abdominal muscles 


AO Lg ~ 3 


under the support in instances of increased lumbar curve 
(fig. 1). 


---Are removed easily for prescribed exercises and other 


" ade 


physical procedures prescribed by physiatrist or physician. 











S. H. CAMP anp COMPANY * JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York © Chicago © Windsor, Ontario ¢ London, England 
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Aluminum PENICILLIN. 


Tables, 


HYNSON, WESTCOTT & DUNNING, INC. 


nd Arg 


Aluminum Penicillin Oral Tablets provide for maximum utili- 
zation of the dose administered. Low solubility of the aluminum 
salt renders it much less liable to inactivation in the stomach. De- 
struction in the intestinal tract is inhibited by the addition of sodium 
benzoate. 

Aluminum Penicillin in Oil for. intramuscular injection is a 
bland suspension of the new relatively insoluble aluminum salt of 
penicillin in peanut oil alone. Fluid at body temperature, it has the 
outstanding advantages of not causing pain or sterile abscesses. 
Slow absorption is accomplished by the slight solubility of the drug 
itself. 

Aluminum Penicillin Oral Tablets. 12 tablets, 50,000 units each. 

Aluminum Penicillin in Oil. 1 cc. size ampules, 300,000 units per 
cubic centimeter. 


* Patent applied for. 








BALTIMORE 
MARYLAND 
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LOSS of 
VIBRATION SENSE! 
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Loss of vibration sense is one of the 
most characteristic signs of spinal cord 
involvement in pernicious anemia. This 
is a serious complication because it 
may cripple and disable the patient. 
Early diagnosis of pernicious anemia 
and intensive, continuous treatment are 
important factors in preventing spinal 
cord sclerosis. 

In administering such vital therapy it 
is important to make certain that the 
preparation you employ or prescribe is 
reliable, potent, and effective. Eminent 
authorities have pointed out that the use 
of substandard liver preparations is one 
of the chief causes of failure in perni- 
cious anemia therapy. 


In the processing of ARMOUR LIVER 
PREPARATIONS, every precaution is 
taken to preserve the blood-regenera- 
ting active constituents of fresh liver. 
The ARMOUR LABORATORIES has 
been a pioneer in the preparation of 
therapeutic liver extracts and Armour 
technicians and scientists are experi- 
enced in the processing of the best in 
animal products. 
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Armour Liver Preparations 


Liver Liquid Parenteral 
4 U.S.P. Injectable units per cc. 
lec., 5 cc., and 10 cc. rubber-capped vials. 


10 U.S.P. Injectable units per cc.—1 cc.; 
5 ce., and 10 cc. rubber-capped vials. 


15 U.S.P. Injectable units per cc.—l cc.; 
5 ce., and 10 cc. rubber-capped vials. 


Solution Liver Extract — Oral 


45 ec. equal 1 U.S.P. Oral Unit. 


Liver Extract Concentrate Capsules 
9 capsules equal 1 U.S.P. Oral Unit. Boxes 
of 50 and 100. 


Have confidence in the preparation you pre- 
scribe or administer — specify “ARMOUR” 


ae 


CHICAGO 9, ILLINOIS e HEADQUARTERS FOR MEDICINALS OF ANIMAL ORIGIN 
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adrenolytic and sympatholytic vasodilator 
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PRISCOL 


. .. a valuable adjunct to the treatment of peripheral 
vascular disease.”” 


Priscol hydrochloride, administered either orally or paren- 
terally, counteracts the constrictive effect of epinephrine- 
like substances which are formed at the vascular myo- 
neural junction. 


Priscol therefore produces circulatory improvement in 
many cases of Raynaud's disease, Buerger’s disease, dia- 
betic gangrene, and arteriosclerotic peripheral vascular 
disease. 
Patients should be closely observed until optimal dosage is 
established since paradoxical effects or orthostatic hypo- 
tension may occur. 

Issued: Tablets of 25 mg.; bottles of 100 and 1000. 
10 cc. Multiple-dose Vials, each cc. containing 25 mg. 


1. Grimson, K. S., Marzoni, F. A., Reardon, M. J., and Hendrix, J. P.: 
Surg., 23:728, 1948. 


e@ Complete information may be obtained from 


CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


: Ciba 


2/1377 PRISCOL (brand of benzazoline) Trade Mark Reg. U.S. Pat. Off. 
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for the first time 


in pharmaceutical history— 


an aqueous solution of 
fat-soluble and water-soluble vitamins 
for intramuscular injection 


Each 2 cc. ampul provides in aqueous solution: 


VitaminA....... 10,000 U.S.P. Units 
EE > a. xo 1,000 U.S.P. Units 
Thiamine HC] (Bi) . . 10 mg. 
Riboflavin (Bz)... . 1 mg. 
Pyridoxine HCl (Be) . 3 mg. 
Niacinamide ..... 20 mg. 
Ascorbic Acid (C). . . 50 mg. 
Alpha-Tocopherol (E) . 2 mg. 


for intramuscular injection 


vi-syneral injectable 


u. s. Vitamin corporation 


casimir funk laboratories, inc. (affiliate) 


250 E. 43rd Street * New York 17, N. Y. 





1. Ready to inject—no mixing, 
no diluting, no heating. 

2. Free from local irritation 
characteristic 

of parenteral oil solutions. 
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When myocardial circulation is impaired, the 
failing heart literally undergoes starvation. 
Sound therapeutic management must therefore 
aim to increase myocardial nutrition and strengthen 
heart action. It must also promote and maintain an 
active and adequate output of urine without damage to 
the kidneys. And, in most instances, it should also 
provide an even, mild sedation, to allay worry 
and nervous tension and slow down the rate of living. 
Proven in value through years of exacting clinical use, 
TCS Tablets supply these needs safely and efficiently. 


DOSAGE: In myocardial insufficiency, cardiac edema and 
acute coronary conditions, the average dosage is two 
tablets, three or four times daily, and reduced with 
improvement. In hypertension, angina pectoris and 
post-occlusional states, one tablet, three or four times daily. 





®iCHmond’s VIRGING, 





September 1948 








SSS SSSTSSSeew® 


WILLIAM P. POYTHRESS & CO., INC, 











Vol. 41 No. 9 SOUTHERN MEDICAL JOURNAL 23 


for a Healthier, Happier Old Age... 











the ® 
pleasant-tasting AMINO-CONCEMIN 


e A SYNERGISTIC COMBINATION OF 
nutrient B COMPLEX, IRON AND AMINO ACIDS 


Geriatric care is frequently complicated by diminished reserves, poor appetites and 
inadequate diets. 


AMINO-CONCEMIN overcomes these deficiencies and augments the elderly patient’s 
lowered recuperative powers with a rationally balanced formula containing: 


J] 8. COMPLEX—the established B vitamins in high potencies, plus the entire B com- 
plex from three natural sources. 


2 IRON—in a well-tolerated, readily available form to aid in counteracting the fre- 
quently associated hypochromic anemias; and 


3 AMINO ACIDS—supplemental amounts for extra nitrogen as well as a synergistic 

effect on hemoglobin formation and vitamin assimilation. 1.2 ‘The utilization of 
vitamins by the organism . . . seems to be defective unless adequate amounts of amino 
acids of the proper type are ‘available.” 


rich winey flavor important 


“Taste’’ is an important therapeutic ingredient in geriatric therapy. The unique rich winey flavor 
of Amino-Concemin not only masks the unpleasant taste of liver, iron and amino acids, but encourages 
continued ingestion, as well. Blends with milk or fruit juice. Average dosage: 1 tablespoonful (15 cc.) 
three times a day, with or before meals. 


TO SPEED CONVALESCENCE—AMINO-CONCEMIN 


1. Jacobson, M.: N. Y. State J. Med. 45:2079-2080 (1945). 
2. —_ S. L:: Am. J. Dig. Dis. 13:110-122 (1946). 
3. J. A. M. A. 22:386 (1948). 


THE WM. S. MERRELL COMPANY ¢ CINCINNATI, U.S. A. 
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SYSTEMIC REHABILITATION 
Juin abolished 
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DARTHRONOL 


foe the Audhullic 


J.B. ROERIG AND COMPANY 
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536 Lake Shore Drive « Chicago 11, Illinois 
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Simple tasks, little things which 
we do routinely day after day, 
suddenly are important when 
we find ourselves becoming 
more dependent upon others 
for their performance. 

The restoration of function 
is being accomplished in an 
ever increasing number of 
arthritic patients—even in ad- 


vanced stages—by means of 
a complete systemic rehabili- 
tation program. Darthronol— 
with the antiarthritic effects 
of its high dosage vitamin D 
and the nutritional benefits of 
the eight other essential vita- 
mins—is an important integral 
part of such a systemic rehab- 
ilitation program. 


EACH CAPSULE CONTAINS:. 


Vitamin D (Irradiated Ergosterol) . 


Vitamin A (Fish-Liver Oil) 
“Ascorbic Acid 
Thiamine Hydrochloride . 
Riboflavin - . er 
Pyridoxine Hydrochloride 
Calcium Pantothenate 
- Niacinamide 
- Mixed. Tocopherols 


(Equivalent to 3 mg. of synthetic 
‘Alpha Tocopherol) 


50,000 U.S. P_Units ” 
5,000 U.S. P. Units 
75 mg. 
_ 3 mg. 
2 mg. 
. ° 0.3°mg.’ 
1 mg. 
15 mg. 


4 mg. 





a 
ROERIG 
preparation 
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the 10-second office dressing 


ADHESIVE BANDAGES 


1// 


Order from your dealer! 
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Helpful in 
Certain 
Types of 
REDUCING 
DIETS 















Especially when supplementary pro- 
tein is indicated, experience has shown 
the value of Knox Gelatine in reduc- 
ing diets. 


Of course, Knox Gelatine should 
not be confused with artificially-fla- 
vored gelatine dessert powders which 
are % sugar and only % gelatine. 
Knox is all real gelatine—all protein, 
no sugar. So it is well to specify Knox 
by name. 


With it a wide variety of attractive 
dishes can be made—dishes high in 


residue, low in calories, attractive to 
the appetite. 


Knox is also recommended as a 
drink in water or diluted fruit juices. 











. 
Taken between meals in this form, it GG ] 
eases the dieting by staving off hunger. e a t 1 n eC 
FREE BOOKLET U. S. P. 
‘‘ Reducing Diets and Recipes’’ 
a helpful booklet for the reducing patient, ° 
will be sent to you free on request. Ad- All Protein—No Sugar 


dress Knox Gelatine, Dept. W-5 Johns- 
town, N. Y. 
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No substitute for mother’s milk is more highly regarded 
than Similac for feeding the new born, twins, prematures, 
or infants that have suffered a digestive upset. Similac 
gives uniformly good results in these special cases simply 
because it resembles breast milk so closely. Normal 
babies thrive on it for the same reason. 


This similarity to breast milk is definitely desirable— 
from birth until weaning. 


M & R DIETETIC LABORATORIES, INC. © COLUMBUS 16, OHIO 













A powdered, modified milk 
product especially prepared for 
infant feeding, made from tu- 
berculin tested cow’s milk 
(casein modified) from which 
part of the butter fat has been 
removed and to which has 
been added lactose, cocoanut 
oil, cocoa butter, corn oil, 
and olive oil. Each quart of 
normal dilution Similac con- 
tains approximately 400 U.S.P. 
units of Vitamin D, and 2500 
U.S.P, units of Vitamin A as 
a result of the addition of fish 
liver oil concentrate. 
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EFFECTIVE URINARY ANTISEPSIS 
soethoue OCCURRENCE OF 


DRUG-FASTNESS 


MANDELAMINE 


REG. U. 8. PAT. OFF. 
Brand of Hexydaline 
(Methenamine Mandelate ) 


Clinicians recognize that the value of many otherwise 
effective antibacterial agents is limited by the poten- 
tial development of drug-fastness. 


MANDELAMINE* therapy is conspicuously free of this 
disadvantage!.*—a feature that is especially welcome 
when therapy is prolonged or must be repeated. MAN- 
DELAMINE exhibits a broad range of therapeutic activ- 
ity, is well tolerated, and is virtually nontoxic in rec- 
ommended doses. 


MANDELAMINE offers these 6 outstanding advantages: 


1. No gastric upset 4. No fluid regulation—no 

2. Wide antibacterial range dietary restriction 

3. No accessory acidification 5, No danger of drug-fastness 
(except when urea-splitting 6, Simple oral dosage—3 or 4 
organisms are present) tablets three times a day 


Suppuiep: Enteric-coated tablets of 0.25 Gm. (3% grains ) 
each, in packages of 120 tablets sanitaped; bottles of 500 
and 1,000 tablets. 


*MANDELAMINE is the registered trademark of Nepera Chemical Co., 
Inc., for its brand of Hexydaline. 


1. Duca, C. J., and Scudi, J. V.: Proc. Soc. Exper. Biol. & Med. 
66: 123 (1947). 
2. Scudi, J. V., and Duca, C. J.: J. Urol. (to be published). 


NEPERA CHEMICAL CO., INC. 


Manufacturing Chemists 


NEPERA PARK YONKERS 2, N. Y. 
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CARTOSE is produced under scientific controls for one specific 
purpose — the feeding of infants. 


5 The rate of absorption of the carbohydrates in Cartose is spaced 
so that gastrointestinal distress attributable to carbohydrate 


fermentation is not likely to occur. 


Widespread clinical experience has established Cartose as a 
or . valuable modifier, suitable for use with milk in any form. 


Available through all pharmacies in 16-0z. clear glass bottles. 


Ss Write for literature and samples. 


~CARTOSE #22=- 


MIXED CARBOHYDRATES in 
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announcing 


Benzebar 


for the depressed and nervous patient 


‘Benzebar’ constitutes the therapy of choice when anxiety, agitation, or 
nervousness accompanies depression. It combines the unique anti-depressant action 


of Benzedrine* Sulfate and the mild sedation of phenobarbital. 







a logical combination of 


Benzedrine Sulfate (5 mg.) 
Smith, Kline 
& French 

Laboratories, 
Philadelphia 


and phenobarbital (24 gr.) 


*T.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, S.K.F. 
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in 


nfancy 





when public allergy 
number | is 


Cow’s milk heads the list of 
“worst offenders’ in infant diet allergies.'. 2 
Obviously, “when one or more of the so-called 
essential foods are at fault, adequate substitutes must 
be provided if the symptoms are to be relieved 

and proper nutrition be maintained."! 

In all milk allergies (which may persist through 
infancy into childhood and even adulthood), 
MULL-SOY affords an ideal replacement. 

Completely free from offending animal proteins, 

it supplies a rich vegetable source of all the vital 
amino acids. Indeed, in standard dilution (1:1), 
MULL-SOY very closely resembles cow’s milk in its 
percentages of protein, carbohydrate, fat and mineral 
content; and as a calcium source is comparable in 





MULL-SOY is a liquid hypoallergenic food 
prepared from water, soy flour, soy oil, 
dextrose, sucrose, calcium phosphate, 
calcium carbonate, salt, and soy lecithin; 
homogenized and sterilized. Available 

in 15% fl. oz. cans at drugstores everywhere. 


every way with milk.3 It is palatable, easily 
digested, and well-tolerated by every age. 


BORDEN'S PRESCRIPTION PRODUCTS DIVISION 
350 MADISON AVENUE, NEW YORK 17, N. Y. 
in Canada write The Borden Company, Limited, Spadina Crescent, Toronto 


-Mull-Soy 


When Milk becomes "Forbidden Food” 


—and in later life, too... 


REFERENCES 

1. Jones, B. B.: Virginia Med. Monthly, 74:241, June, 1947. 
2. Levine, S. Z.: J. A.M. A., 128:283, May 26, 1945. 

3. Schroeder, L. J. et al: J. Nutrition, 32:413, Oct., 1946. 
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consistency 
in therapy 
of the 


menopause 


ProcrNnon-B* injectable form of the 

primary follicular hormone, 

meets the requi ts of p 1 
4 : even, ined estrogenic 

action—without the euphoristic 

peaks or valleys of depression that 

may occur with the more rapidly 

excreted secondary materials or syn- 

thetic estrogens. For example, 


PROGYNON-B 


(ESTRADIOL BENZOATE U.S.P. x1) 








in only one-third the dose of estrone 
controls m p 1 sympt for twice 
the period of time.’ Procynon-B 
contributes still further to the pa- 
tient’s comfort in that it is non- 
toxic even “‘in extremely high single 
and accumulative dosage.”’* Rather, 
the effect of Procynon-B is one of 

a sense of well-being, as might 

be anticipated from “‘the most potent 
of the natural estrogens.’** 





PACKAGING: Procynon-B (Estradiol 
Benzoate U.S.P. XIII), in oil, ampuls of 
1 cc. containing: 0.16, 0.33, 1.0 or 

1.66 mg. (1000, 2000, 6000 or 10,000 
R.U.) ; boxes of 3, 6, 50 and 100 ampuls. 
Multiple dose vials of 10 cc. containing 
0.16, 0.33 or 3.33 mg. (1000, 2000 or 
20,000 R.U.) per cc.; boxes of 

1 and 6 vials. 


BIBLIOGRAPHY : 

(1) Eisfelder, H. W.: J. Clin. Endocrinol. 
2 :628, 1942. (2) Dunn, C. W.: Am. J. 
Obst. & Gynec. 30:186, 1935. (3) 
Grollman, A.: Essentials of Endocrin- 
ology, ed. 2, Philadelphia, J. B. Lippincott 
Company, 1947, p. 574. 


*® 


CORPORATION * BLOOMFIELD, NEW JERSEY 
IN CANADA, SCHERING CORPORATION LTD.. MONTREAL 
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Ambulant patients are promptly relieved of distressing urinary 
symptoms in a large percentage of cases through the simple 
procedure of administering Pyridium in a dosage of 2 tablets 
t.i.d. 
Following oral administration, Pyridium produces a definite th rou h 
. . rm™.: . . eee ( s 
analgesic effect on the urogenital mucosa. This palliative 
action contributes to the prompt and effective relief that is so 
. ° . — . ° . 
gratifying to patients suffering from disturbing symptoms such i To enital 
as painful, urgent, and frequent urination, nocturia, and § 
tenesmus. 
e 
Therapeutic doses of Pyridium may be administered through- A nalgesia 
out the course of treatment of uncomplicated cystitis, 
pyelonephritis, prostatitis, and urethritis, with virtually no 


danger of serious side reactions. 


Literature on Request 


PYRIDIUM 


Brand of Phen ylazo-diamino-pyridine HCI 


MERCK & CO., Inc. RAHWAY. NN. 


- Manufacturing Chemists 


sole distributors 


in Canada: MERCK & CO., Ltd. Montreal, Que h ‘aad 


States 














Vol. 41 No. 9 SOUTHERN MEDICAL JOURNAL 35 


Local penicillin reduced 
intranasal bacteria 99°, 


Proceedings of the Society of American Bacteriologists, 
47th general meeting, May 13-17, 1947 


A series of patients was treated intranasally 
with local penicillin, 500 units per cc., for 

5 consecutive days. At the end of this time, 

the bacteria count was reduced from an average 
of 7,363 per cc. of nasal washings to the 
amazingly low average of 42. 

In Par-Pen you have a preparation that combines 
the potent antibacterial action of penicillin, 
500 units per cc., with the rapid and prolonged 
vasoconstriction of ‘Paredrine Aqueous’. 

For sample and full information, write Par-Pen 
on your prescription blank and mail it to us at 


429 Arch St., Philadelphia 5, Penna, 


Par-Pen 


the penicillin-vasoconstrictor combination BiiMIMELER aI: 





Smith, Kline & French Laboratories, Philadelphia 
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A new light \, on vitamin A absorption 


* 











4 


Vitam; ‘ 
in A from Vifort is ab 
8Dsorbeg 


to a noticeably higher degree than vitamin A from 
scot fish liver oil. Superior assimilation has been 
Done, we " shown in normal children and in patients 
with impaired vitamin A absorption. 
Vifort also offers convenience and economy since it 
combines, in a single palatable product, generous 
quantities of both oil-soluble and water-soluble vitamins required for 
nutritional supplementation. Each 0.6 cc. (as marked 
on dropper) contains the following vitamins: 
A, 5000 units; D, 1200 units; C, 60 mg.; B,, 1.8 mg.; 
B,, 0.4 mg.; niacinamide, 3 mg.; B,, 0.3 mg.; 
calcium pantothenate, 1.2 mg. 
Supplied in 15 and 30 cc. dropper bottles. 
Samples sent on request. 


* 
® 
\ ifo Tt water-dispersible polyvitamin drops 


Endo Products Inc., Richmond Hill 18, N. Y. 
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9 RULVERIZED.... 
Qa 


ROTINAL 
POWDER 


NEW, SUPERIOR 









why do patients cooperate ¢ 


BECAUSE Protinal Powder is so delicious, patients actually 
look forwafd to taking it. They prefer its delicately 
sweetened flavor and appetizing consistency, and continue 
to enjoy taking adequate amounts to maintain a normal 
nitrogen balance. 

Furthermore, Protinal Powder mixes far more readily 
with water, milk or other foods than do ordinary granule 
preparations and is digested rapidly and completely. 

Protinal Powder supplies all of the protein components 
necessary to maintain life and growth. An invaluable 
therapeutic agent to insure a normal rate of tissue growth 
and repair in infectious diseases, convalescence, pregnancy, 


lactation, anemia, hemorrhages, surgery; in pediatrics and 


geriatrics. 
TASTE Average Dose: 2 tablespoonfuls 3 or 4 times 
SAMPLES daily in water, milk or other food. Protinal 
AVAILABLE Powder is available in 8 oz., 1 Ib. and 5 Ib. 


UPON REQUEST bottles (chocolate or vanillin flavored) . 


as THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 
PHARMACEUTICALS, BIOLOGICALS, BIOCHEMICALS FOR THE MEDICAL PROFESSION 
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Use the safest 
antihistaminic first... 

_ Neohetramine 

















Neohetramine is by far the safest anti- scribing antiallergic drugs. Idiosyncrasies of 
histaminic. It maintains a high average of _ the patient make it difficult to foresee which 


effectiveness and causes the fewest side re- _antihistaminic will afford the greatest symp- 

actions. Only 1 per cent of 1000 patients —_ tomatic relief—or cause the lowest incidence 

had to discontinue treatment. of side effects. Therefure—try the safest anti- 
Trial-and-error is the watchword in pre- _ histaminic first. 


Dosage: 50 to 100 mg. three or four times a day, preferably 
after meals and at bedtime. 





TRADEMARK 


BRAND OF THONZYLAMINE HYDROCHLORIDE 
N, N-dimethyI-N’-p-methoxybenzyI-N’-(2-pyrimidyl) ethylenedi- 
amine monohydrochloride, made by Nepera Chemical Co., Inc. 


TABLETS—25, 50, and 100 mg. In bottles of 100 and 1000. 


SYRUP —in pint bottles 
DISTRIBUTED BY 


WYETH INCORPORATED + PHILADELPHIA 3, PA. [Aad 


® 
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most economical male hormone therapy 





The Linguet, containing methyltestosterone, dissolves slowly in the 


space between the gum and cheek. Direct absorption into the systemic 
circulation reduces hepatic inactivation so that dosage is approximately 
one-half that required when tablets are ingested “. . . the most eco- 
nomical and also efficient way of administering testosterone . . .”‘ 

1. Lisser, H.: Calif. & West. Med., 64: 177, 1946. 
e@ Metandren Linguets, 5 mg. and 10 mg., in bottles of 30, 100, and 500. 


CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


. Ciba 


2/1904 METANDREN, LINGUETS—Trade Marks Reg. U.S. Pat. Off. 
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POSES SPECIAL PROBLEMS 


Periods of anorexia following infec- 
tious disease and surgery can readily 
produce a series of consequences detri- 
mental to the patient: (a) curtailed 
food consumption, (b) further deterio- 
ration of the nutritional state, and (c) 
impeded recovery. 


When anorexia occurs, activation of 
food interest becomes a first considera- 
tion for rapid convalescence. Highly 
nutritious food which is at the same 
time tasteful, stimulative to the appe- 
tite, and easily digestible, thus possesses 


both a dietary and a therapeutic worth. 


In convalescence when appetite lags, 
the delightfully tasteful food drink 
made from Ovaltine and milk has par- 
ticular usefulness for inciting food in- 
terest. It gives the patient a threefold 
combination of important dietary val- 
ues: worth-while amounts of virtually 
all essential nutrients, easy digestibil- 
ity, and appetizing tastefulness. Three 
glassfuls of Ovaltine daily can convert 
even a dietetically poor to fair food in- 
take to full nutritional adequacy. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


CARBOHYDRATE .... 
hac bet ir 


Ce ae Kad. wie: oh 


*Based on average reported values for milk. 


Three servings daily of Ovaltine,. each made of 
Y2 oz. of Ovaltine and 8 oz. of whole milk,* provide: 


669 eee 3000 1.U. 
32.1 Gm. VITAMIN B: ...... 1.16 mg. 
31.5 Gm. RIBOFLAVIN. ..... 2.00 mg. 
64.8 Gm. Jaa 6.8 mg. 
1.12 Gm. VITAMINC ...... 30.0 mg. 
0.94 Gm. VITAMIND ...... 417 1.U. 
12.0 mg. A eae 0.50 mg. 
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The development of Crystalline Penicillin G Sodium has effected 
a distinct advance in Penicillin therapy. Compared with earlier, 
amorphous preparations, this highly purified crystalline product 
affords several important advantages: 


® More predictable clinical results— 
because of high, uniform potency. 


® Decreased tendency to certain side 
effects—therapeutically inert materials 
which may act as allergens have been 
virtually eliminated. 


* Greater convenience for the physi- 
cian—no refrigeration is required for 
the dry form. 


* Less annoyance for the patient— 
pain and irritation at the site of injec- 
tion have been considerably reduced 
by removal of impurities. 





MERCK & CO., Inc. 





CRYSTALLINE 


PENICILLIN G SODIUM 


MERCK 


QBouncil eS Accopled 


« Manufacturing Chemists 


RAHWAY, N. J. 
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These food factors, as combined in Sharp & Dohme’s 









potent new antianemic preparation, HYoToLe Syrup, 
produce an exceptionally prompt hemopoietic re- 
sponse in all types of anemia susceptible to oral 


treatment: 


1 fl. oz. (30 cc.) HYOTOLE Syrup Provides 



















Calcium Pantothenate. 2 mg. 





lron . . Ferrous sulfate 1.3 gm. Y 






VitaminB, Thiamine HCI . 10 mg. VY Niacinamide .. . 30 mg. 





VitaminB, Riboflavin . . . 2 mg. VY Choline Chioride . . . 












Vitamin B, Pyridoxine HC! . 1 mg. VY Geile Aeld ...... 5 mg. 





Liver . . Concentrated from 90 gm. of whole, fresh liver. 







HyoTo.e Syrup is pleasantly flavored and partic- 
ularly acceptable to children, as well as to obstetric 
and geriatric patients. It is especially indicated in 
nutritional anemias. Supplied in pint and gallon 
bottles. 


Sharp & Dohme, Philadelphia 1, Pa. 
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— unc FOR RAPID AND SUSTAINED 
= Bd ESTROGEN EFFECT 
Seaman 
— 
S meael 
= ESTRUGENONE 
pr TRADEMARK 
SUSPENSION OF ESTROGENS (Water-Insoluble) 
= (50,000 I. U. per ce.) 
peor WHAT IT IS—1 cc. of ESTRUGENONE* contains 50,000 
Pmasea 1. U. (5 mg.) of natural estrogenic substances (chiefly estrone) 
— in a —— suspending medium—97% in solution, and 91% as 
ano thin, flat, flexible microplatelets, small enough to pass through 





a 22-gauge needle. 
HOW IT WORKS— Up intramuscular injection: 


] _ The microplatelets are filtered from the sus nding medium 
by muscle bundles and fascia, forming in the muscle fascia 
xible imiplant of stacked platelets responsive to 


a central fle 
movement of muscle fibers—a depot trom which estrogen! 


substance is slowly released to the system, 
2 As the water-miscible suspending medium containing dis- 
























solved estrogens diffuses into tissue fluids, precipitation o 
even smaller platelets occurs, forming a secondary implant. 
Residual dissolved estrogens flow immediately into circula- 
tion, giving a rapid effect. 
ADVANTAGES e Simplicity of regimen—one injection of 
50,000 I. U. gives subjective relief from symptoms within 24 
hours, full vaginal response within 48 hours, relief from subjec- 
tive symptoms for 1 month or longer, without occurrence 0 
estrogen-withdrawal bleeding e Accurate dosage—microplate- 
lets suspend readily and evenly on shaking—settle slowly, 
rmitting accurate withdrawal of dose @ Virtually painless 
injection . - - microplatelets pass through 22-gauge needie - - 
no clogging of needles . . . syringes easily cleaned. 


SUPPLIED in 5c: multiple-dose vials containing 50,000 I. U. (5 mg.) and 
20,000 I. U. (2 mg.) pet cc-s ‘and 1-cc. ampuls containing 20,000 1. U. (2. mg.), 


boxes of 25. *Exclusive trademark of Kremers-Urban Company. 


Kremers- Unban Company 
Established 1894 
MILWAUKEE 1, WISCONSIN 
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the “pelvic cripple’... 











Chronic inflammation of the adnexa resulting 
in a fixed uterus, enlarged tortuous tubes with 
induration of the broad ligaments presents a 


therapeutic challenge to the physician. 


In the treatment of chronic salpingitis and its 
sequelae, Jacobson’s Solution produces objective 
evidence of improvement as well as subjective 


relief of pain and discomfort. 


Diminution in size or disappearance of 
inflammatory masses has been noted even in 
cases refractory to other types of therapy. Both 
pharmacological and clinical studies have shown 
that its use produces increased vascularization— 
thereby establishing optimal conditions for the 
reduction of inflammation and absorption of 


exudate. 


On this sound basis of pharmacological 
evidence and clinical effectiveness, Jacobson’s 
Solution presents a therapeutic answer to an old 


problem—the chronically inflamed female pelvis. 


Jacobson’s solution W s:2::.: 


Painless upon administration and non-toxic. 


HOW ADMINISTERED 
Optimal results are obtained by a daily intramuscular injection of 1 
cc. for 12 consecutive days. When this is not feasible, a minimum of 
3 injections per week for four weeks should be given. Course may be 
repeated after an interval of 7 to 10 days. 


For samples and literature, please address 
E. Fougera & Company, Inc. * 75 Varick St » New York N Y 
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Dr. Wm. DeKleine, Medical Director of the American 
Red Cross, brings together important and compelling 
facts about the “Control of Pellagra” in the November, 
1942 issue of the Southern Medical Journal. He says: 


“Nicotinic acid or the amide is without doubt the most 
effective therapeutic measure available for pellagra, par- 
ticularly in the advanced stages. Many of the latter 
would terminate fatally without it. But however valu- 
able, it cannot take the place of essential foods. Unless 
- treatment with nicotinic acid is followed with a diet 
which contains other factors of the vitamin B_ complex, 
disturbing symptoms, not directly related to the disease, 
may develop. Elvehjem, who introduced nicotinic acid, 
speaks of it as an emergency measure which should be 
used as such in the treatment of pellagra. It must be 
associated with a nutritious diet or with brewers’ yeast 
which is a food in itself as well as a valuable pellagra 
preventive.” 

“Tt is evident that various factors have contributed to 
the marked and continued reduction in pellagra mor- 
tality since 1928. None of them has played a more 
important role than brewers’ yeast.” 


VITA-FOOD Green Label, widely used for pellagra, 
and VITA-FOOD Red Label, in general practice, have 
been and continue to be dependable sources of the needed 
whole of natural vitamin B complex, with a record un- 
excelled in nutrition and medicine. Both types now 
packed in new improved all-metal cans. AUTOLEX, the 
enzyme digested whole brewers’ yeast, continues to be 
packed in glass jars. 


VITAMIN FOOD COMPANY, INC. 


VITAMIN RESEARCH LABORATORIES, INC. 


187 Sylvan Avenue 


DEPENDABLE 





Newark 4, N. J. 


@ Samples to physicians and hospitals 
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ee 


on ANDROGEN THERAPY 





Are there any Council Approved in- Yes—in selected cases of meno- 
Q dications for testosterone IN THE metrorrhagia, postpartum breast 
FEMALE? engorgement, and for suppression 

of lactation. 
Which brand of androgenic prep- A The only brand of androgenic prep- 
Q arations bears the seal of Council arations accepted by the Council 
Acceptance? on Pharmacy and Chemistry of the 


American Medical Association is 
Testosterone Propionate “Rare” 
and Methyl Testosterone “Rare”. 





0 What is the comparative efficacy of A Methyl testosterone is as effective 
methy! testosterone and testosterone orally as one-third to one-fourth 
propionate? the amount of injected testos- 


terone propionate, 





0 What is the comparative potency of A Testosterone propionate elicits a 
testosterone and testosterone pro- greater maximum response and 
pionate on injection? exerts more prolonged effect than 


equal doses of free testosterone. 
Daily injection of 0.1 mg. of testos- 
terone propionate into castrated 
rats for ten days resulted in growth 
of the seminal vesicles to a size 
five times as great as when an 
equivalent amount of free testos- 
terone was used. 








Testosterone Propionate “Rare” and Methyl Testosterone “Rare” 
ARE COUNCIL ACCEPTED 


SUPPLIED: 

Testosterone Propioncte “Rare™: 1 cc. 
ampules, 5, 10 and 25 mg., in boxes 
of 3, 6 and 50; also 10 cc. vials, 
25 mg. per cc., and 6 ce. vials, 50 mg. 
per cc. 

Methyl Testosterone “Rare”: Scored 
tablets, 10 mg. (white) and 20 mg. 
(pinid; bottles of 30 and 100. 


J 
Rare Chemicals, Inc. 
HARRISON, NEW JERSEY 
West Coast Distributors 
GALEN COMPANY, Richmond, Calif. 





nN93 
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A 


well 
supported 


approach 


THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK e SAN FRANCISCO e KANSAS CITY 


CI@ 
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reliet 


from the nausea 
and vomiting 


of pregnancy 


Effective control of the distressing nausea and vomiting 
of pregnancy is readily obtained with Sempylex. Based 
on the therapeutic efficacy of pyridoxine which has 
been repeatedly shown to bring gratifying relief in 
emesis gravidarum, Sempylex offers more than pyri- 
doxine therapy. The presence of significant amounts 
of glucose, together with thiamine, riboflavin and nia- 
cinamide, aids the action of pyridoxine by promoting 
carbohydrate metabolism and glycogen storage. Sys- 
temic acidosis is thus counteracted and liver function, 
which appears involved in this condition, is improved. 


Sempylex, employing a truly physiologic approach, 
precludes undesirable side actions on mother and child. 
Recommended dosage, 1 tablespoonful 4 times daily. 











48 











100 and 1,000 UNE 6. i ws id mace ae 1.67 mg. | 5 mg. 10 mg. 
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When more than one 
form of anemia is 
present or suspected 


desiccated liver 
ferrous sulfate 
ascorbic acid 
folic acid 


SQUIBB 


Cartwright! points out that “the absence of certain 
dietary essentials retards erythrocyte formation 
and the addition of these essentials to diet acceler- 
ates it.” Liafon supplies four erythropoietic essen- 
tials in one capsule: 


WHOLE LIVER (desiccated) — with nothing but the water removed — to sup- 
ply the secondary antianemia fractions which have been proved to be essen- 
tial experimentally and clinically. 


FERROUS SULFATE (exsiccated) — to supply the most easily tolerated, best 
absorbed and most completely utilized essential for specific therapy of iron 
deficiency anemias. 


ASCORBIC ACID — which is intimately associated with red blood cell forma- 
tion — which aids in the absorption and utilization of iron — and which is 
often a prerequisite in anemias complicated with C avitaminosis. 

FOLIC ACID — for bone marrow stimulation and to complete the develop- 
ment of red blood cells — as specific therapy for macrocytic anemias ‘of 
malnutrition, pregnancy, pellagra and sprue. 


Cartwright, G. E.: Blood 2:111 (March) 1947. 


DOSAGE EQUIVALENTS 
3 capsules daily | 6 capsules daily 


Desiccated Liver......... 0.56m. | 6 Gm. | 12Gm. 
(Approx. equivalent to 2 Gm. whole fresh liver) fresh liver fresh liver 


EACH LIAFON CAPSULE CONTAINS: 





S QU : BB Ferrous Sulfate Exsiccated . . . 2.0 gr. 8.5 gr. 17 gr. 


(Approx. eqi'valent to 2.85 gr. ferrous sulfate ferrous sulfate | ferrous sultate 
or 38 mg. elemental iron) | 


Liafon is | 
supplied in Racmie AGG. wees 50.0 mg. | 150 mg. 300 mg. 
bottles of . 
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j=: Geer ctomaze MEQNINE 


IMPORTANT WYETH ADDITION TO 


New and Nonofficial Remedies 


Realizing that traditional manage- 
ment of severe liver disease has been 
on the whole disheartening, Wyeth 
has for years been conducting re- 
search on the essential amino acid 
most concerned with liver function 
... dl-methionine. 


Product of this research is Meonine. 


Meonine may be used to supple- 
ment the protein-rich diet usually 

rescribed whenever the liver has , 
aie damaged by malnutrition, alco- MEONINE ; 
holism, pregnancy, allergy, or toxins. ne 
And it is clearly indicated if this diet 
cannot be taken. There is no evidence, 
however, that Meonine is more ef- 
fective than foodstuffs such as casein 
and egg white which contain pure 


TABLETS 





methionine. 
. . * s onporaTed ce 
In early stages of cirrhosis, clinical Te scien Ph s : 
Its with Meonine have b ost aucmese remem y 
results with Meonine have been m aie ds 
; 5 = iden boon mete 
encouraging. Complete directions for 
use and bibliography supplied on ee 
request. A x 


ages Meonine supplied in 0.5 gram tablets, bottles 
My eth of 100 and 1000. Crystalline Meonine—for 
preparing injection solutions—supplied in 

R 50 gram bottles. 


WYETH INCORPORATED - PHILADELPHIA 3, PA. 
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uick Action! 


in the Respiratory and Circulatory Emergencies 
of Intravenous Barbiturate Anesthesia 





inject 
ie (Metrazol 


I to 3 cc. and repeat 
intravenously, intramuscularly, subcutaneously 
Ampules 1 and 3 cc., 


tablets, solution, Ky collapse following accidents or surgical trauma 
opiate and barbiturate depression - asphyxia 
- denarcotization after general anesthesia - 


circulatory and respiratory support in the emer- 
gencies of pneumonia - + + + «+ « 


- ORANGE, NEW JERSEY 












Metrazol, brand of _W 
Trade Mark, reg. U.S. Pat. Off. 


BILHUBER-KNOLL CORP. 





PIONEERS in Research... and Leade ‘rship 
thru the years in combating OTITIS MEDIA 





DOHO in realizing the need for a potent, topical, 
well tolerated ear medication, yet mindful that no 
one formula could be suitable for all conditions . . . 
devoted every facility and scientific resource to the 
development and perfection of AURALGAN and 
OTOSMOSAN. Each has its sphere of usefulness... 
each has been tested and clinically proven in many 
thousands of cases. Reprints and substantiating data 
sent on request. ‘ 


0-TOS-MO-SAN 
IN ACUTE 1M CHRONIC SUPPURATIVE 
OTITIS MEDIA OTITIS MEDIA, FURUNCULOSIS 


AND AURAL DERMATITIS 


Literature and samples on request 


THE DOHO CHEMICAL CORPORATION + New York 13, N. Y. 
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‘satiety Zone” 


$ q 
# f 4 therapy of 





4 
é 
§ 





oo | PEPTIC ULCER 


The gastric pH range which is safe for the peptic ulcer 
patient lies between 4 and 5. In this “safety zone” 
there is neither pepsin activity (which may cause con- 
tinued erosion or bleeding) nor stimulation of excess 
acid production. 





Tricreamalate, a balanced blend of aluminum hydrox- 
ide gel with magnesium trisilicate reduces acidity 
within the stomach to pH 4 to 5. Absolute neutrality 
is not reached. Hence, there is no stimulus to “acid 
rebound” and no alkalosis. 


\ Through the formation of a protective coating and a 
‘\ mild astringent effect, nonabsorbable Tricreamalate 
\ is soothing to the irritated gastric mucosa, relieves 
7 gastric pain and heartburn, and aids in healing 
\ peptic ulceration as well as in preventing recurrence. 
\ 
\ 
XN 
XN 
Tricreamalate 
LIQUID 
Bottles of 12 fl. oz. Aluminum Hydroxide Gel with Magnesium Trisilicate 
bors ng Dose: 1 or 2 teaspoonfuls or tablets every 2 to 4 hours. 
ins Oo 


Bottles of 100 and 500 


Vluittiiot Si 


New oa ~ N.Y. Winosor, ONT. 


: A 





d by Winthrop Chemical Company, inc. 
a phew ons & Pane are now owned by Winthrop-Stearns Inc. 
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G. wae! jy sam 
Pe ant 


It’s one thing to provide relief from 

























hay fever; it’s another to provide relief without inducing 
unpleasant reactions. TRIMETON, an antihistaminic of great 
potency and efficacy exhibits an unusually low incidence of 
side actions. For example, in an analysis of 726 cases where 
TRIMETON was employed, only two discontinued the drug 


because of drowsiness, 


‘Trimeton 


(brand of prophenpyridamine) 


completely different in chemical composition, represents a 
significant improvement among antihistaminic prepa- 
rations: it is highly potent, it provides relief for ap- 
proximately 90% of hay fever sufferers and is 


MONTREAL 


well tolerated. TRIMETON may be prescribed 
as an adjunct to the treatment of all the 
allergies responding to antihistaminic 
therapy. The relief obtained from 
this therapy will be rapid and 
pleasant. 


DRPORATION LTO 


DOSAGE: Trimeton Tablets, 25 

mg. t.i.d. 
PACKAGING: TriMETON, 1- 
phenyl -1-(2- pyridyl) -3- 
dimethylaminopropane 
is available in 25 mg. 
tablets, scored, in 
bottles of 100 
and 1000. 


Cy 


*NOLANI 


hetiig CORPORATION + BLOOMFIELD, N 
S 
> 


me 
C 


wenn 











Vol. 41 No. 9 SOUTHERN MEDICAL JOURNAL 53 





OBJECT: § DRAINAGE 


In discussing the management of chronic 
cholecystitis without stones, Albrecht states: 
“The object of the medical procedure is 
to assist in draining an infected organ.”’* 
The specific hydrocholeretic action of 
Decholin (chemically pure dehydrocholic 

acid) accomplishes this purpose. 

Bile secretion induced by Decholin is 
thin and copious, flushing the passages 
from the liver to the sphincter of Oddi, 
and carrying away infectious and other 
accumulated material. 


Decholin 


BRAND + REG. U.S. PAT. OFF. 


HOW SUPPLIED: 


Decholin in 3% gr. tablets. Boxes of 25, 
100, 500 and 1000. 


*Albrecht, F. K.: Modern Management in Clinical 
Medicine, Baltimore, The Williams and 
Wilkins Co., 1946, p. 170. 


AMES COMPANY, Inc. 


ELKHART, INDIANA 


@e ce o@ ce Gc @ @& @& & 
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From the crude plant to the pure crystal- 
line product, SANDOZ works to achieve 





one goal — pharmaceutical perfection. The 
medical profession is assured that every 


gg SANDOZ product is uniform in purity 
PHARMACY 


pepe and potency and will give predictable re- 
CHEMISTRY 






aS 


> : 
we oitar BS sults. Representative of these products of 


original research is GYNERGEN (BRAND 


OF ERGOTAMINE TARTRATE), now widely 





employed in the treatment of migraine. 


Originality « Elegance + Perfection 
SANDOZ 
SANDOZ PHARMACEUTICALS 


Division of SANDOZ CHEMICAL WORKS, INC. 
68-72 CHARLTON STREET, NEW YORK 14, W. Y. 











OR safety and reliability use composite Radon seeds in your 
cases requiring interstitial radiation. The Composite Radon 
Seed is the only type of metal Radon Seed having smooth, 
round, non-cutting ends. In this type of seed, illustrated 
here highly magnified, Radon is under gas-tight, leak-proof 
seal. Composite Platinum (or Gold) Radon Seeds and 
loading-slot instruments for their implantation are available 
to you exclusively through us. Inquire and order by mail, 
or preferably by telegraph, reversing charges. 


THE RADIUM EMANATION CORPORATION 
GRAYBAR BLDG. Telephone MO 4-6455 NEW YORK, N. Y. 

















Vol. 41 No. 9 SOUTHERN MEDICAL JOURNAL 


un 
U1 





White’s Cod Liver Oil Concentrate Liquid provides potent, 
antirachitic, natural vitamins A and D. Each two drops is 
equivalent, in vitamin content, to one teaspoonful of cod 
liver oil,* containing 312 units of vitamin D wholly derived 
from cod liver oil, and 3,120 units of vitamin A, supplied by 


cod liver oil concentrate adjusted and standardized with 
fish liver oils. 


ECONOMICAL. Cost-to-patient—about a penny a day for 
antirachitic protection of average infant. In convenient, 
palatable Liquid form—dropper administration.. 


Also available in pleasant-tasting Tablets and higher po- 
tency Capsules. White Laboratories, Inc., Pharmaceutical 
Manufacturers, Newark 7, N. J. 





AHActes Cod Liver Oil Concentrate Liquid 





One of White’s Integrated Pediatric Vitamin Formulas 


*U. S. P. Minimum Requirements 
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s Young Plastic Surgeon 


to augment a Group 

or assist an Older Man 
His training completed meritoriously, this young 
plastic surgeon wants to serve his preceptorship 
under the guidance of an able Board man, either 
as an assistant or member of a group. 


Ability and character of the highest, he would 
serve excellently with a general surgeon. 

Please communicate with us promptly if you are 
interested in this man. 


If you are attending the meeting of the Southern 
Medical Association in Miami October 25 to 28, 
please stop by and say hello. 


BURNEICE LARSON, Director 
THE MEDICAL BUREAU 
Palmolive Bldg., at 919 N. Michigan Ave. 

ILLINOIS 


CHICAGO .- 











THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


EYE, EAR, NOSE end THROAT 


A combined full-time course covering an academic year 
(9 months). It consists of attendance at clinics, wit- 
nessing operations, lectures, demonstration of cases and 
cadaver demonstrations; operative eye, ear, nos2 and 
throat on the cadaver; head and neck di*section 
(cadaver); clinical and cadaver demonssrations in 
bronchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology; bacteriology; 
embryology; physiology; neuro-anatomy; anesthesia; 
physical therapy; allergy; examination of patients 
preoperatively and follow-up postoperatively in the 
wards and clinics. 


ANESTHESIA 


A three months full-time course covering genera! and 
regional anesthesia, with special demonstrations in the 
clinics and on the cadaver of caudal, spinal, field blocks, 
etc.; imstruction in intravenous anesthesia, oxygen 
therapy, resuscitation, aspiration bronchoscopy. 





For the GENERAL PRACTITIONER 


Intensive full-time instruction in those subjects which 
are of particular interest to the physician in general 
practice, consisting of clinics, lectures and demon- 
Strations in the following departments—medicine, pe- 
diatrics, cardiology. arthritis, chest diseases, gastroenter- 
ology, diabetes, allergy, dermatology, neurology, minor 
surgery, clinical gynecology, proctology, peripheral 
vascular diseases, fractures, urology, otolaryngology, 
pathology, radiology. The class is expected to attend 
departmental and general conferences. 


PHYSICAL MEDICINE 


Didactic lectures and active clinical application of all 
present-day methods of physical therapy in internal 
medicine, general and traumatic surgery, gynecology. 
urology, dermatology, neurology and pediatrics. Special 
demonstrations in minor electrosurgery, electrodiagnosis, 
fever therapy, hydrotherapy, including colonic therapy, 
light therapy. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 
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The 
Cincinnati Sanitarium 
Inc. 1873 
For Mental and Nervous Diseases 

A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D. 
Charles Kiely, M.D. 


Visiting Consultants 


ELLIOTT OTTE, Business Manager 
Box No. 4, College Hill D. A. Johann, BLD. 
CINCINNATI, OHIO Medical Director 





For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 


“*REST COTTAGE’’ College Hill, Cincinnati, Ohio 


oo ig 





Completely 
equipped for 
hydrotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 
Charles Kiely, 
M.D. 
Visiting 
Consultants 


D. A. Johnston, 
M . 


.» Medica’ 
Director 
Elliott Otte, 

us. Mgr., Box 


No. 4, College 
Hill, Cincinnati, 
Ohio. 
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ALLEN’S INVALID HOME 


Established 1890 
MILLEDGEVILLE, GEORGIA 


For the treatment of 
Nervous and Mental Diseases 


Grounds 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 
Site High and Healthful 


E. W. ALLEN, M. D. H. D. ALLEN, M. D. 
Department for Men Department for Women 


Terms Reasonab!e 





For Patients With 
Alcoholic Problems 


—The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 


CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 











BRAWNER’S SANITARIUM 


Established 1910 
Smyrna, Georgia (Suburb of Atlanta) 


FOR THE TREATMENT OF 


Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M. D., Medical Director 


ALBERT F. BRAWNER, M.D., Dept. for Men 


JAS. N. BRAWNER, JR., M.D., Dept. for Women 














HOYE’S SANITARIUM 


“In the Mountains of Meridian” 
MERIDIAN, MISS. 


Diagnosis and tr t of mild nervous 
and mental di and alcoholi N i 
cases admitted under no circumstances. Shock 
Therapy (Insulin, Metrazol, Electro-Shock) . 
Other approved treatments. Patients too 
violent, noisy and untidy not accepted. Con- 
sulting physicians. 











Dr. M. J. L. Hoye, Supt. 
Fellow of the American Psychiatric Association 
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One of America’s Fine Institutions . 











Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
... Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
eatinne & M. Owensby, M.D., Psychiatrist-in-Chief 


lanta Office, 384 Peachtree Street Reservation Necessary 
De.) Rufus Evans, "Avendine Phase | BROOK HAVEN MANOR SANITARIUM 
Elizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA. 


85 Consulting Physicians and Surgeons 
We do not treat acute alcoholic intoxication or narcotic addiction 











APPALACHIAN HALL 
ASHEVILLE, NORTH CAROLINA 
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THE VALUE OF RADICAL OPERATION 
FOR CARCINOMA OF THE PENIS* 


By Perry B. Hupson, M.D. 
James F. Cason, M.D. 
and 
WILLIAM WALLACE Scott, M.D. 
Baltimore, Maryland 


In 1931 Lewis! observed that carcinoma of 
the penis constituted almost ten per cent of the 
malignancies of the genito-urinary tract admitted 
to the Brady Urological Institute. Horn and 
Nesbit? say that approximately 225 deaths occur 
in the United States each year as a direct re- 
sult of carcinoma of the penis. Certainly, it 
occurs with sufficient frequency in the clinical 
practice of urologic surgeons to warrant careful 
evaluation of means of treating such a malig- 
nancy. 

The etiology of cancer of the penis, as with 
all cancers, is obscure. Although there is no 
distinct racial, social or occupational factor in 
the development of penile cancers, it has long 
been recognized that the incidence of car- 
cinoma of the penis is much lower in the cir- 
cumcised than uncircumcised male. In this con- 
nection the experimental demonstration of the 
carcinogenic action of smegma by Plaut and 
Kohn-Speyer® is of interest. 

Carcinoma of the penis is essentially an 
epithelioma, practically always squamous cell 
in character. From a clinical standpoint, as well 
as morphologically, these tumors are identical 
with epitheliomata occurring elsewhere and can 
be similarly classified. From histologic examina- 





*Read in General Clinical Session, Baltimore Day, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, 
Maryland, November 24-26, 1947. 

*From The James Buchanan Brady Urological Institute, The 
Johns Hopkins Hospital, Baltimore, Maryland. 


tion of the primary lesion it is difficult to predict 
the clinical course of the disease. 


Because of this difficulty a study was under- 
taken to determine the curability of proved car- 
cinoma of the penis by radical surgery. A total 
of 70 consecutive cases has been analyzed. Our 
findings are of such interest as to warrant 
report. 


As originally devised by Young* in 1907, 
the radical operation included amputation of the 
penis, excision of the scrotum and its contents, 
block dissection of the inguinal and femoral 
lymph nodes bilaterally, and the establishment 
of a permanent perineal urethrostomy. The 
present technic is a modification described later 
by Young,’ and differs in that emasculation is 
no longer done and an effort is made to con- 
serve as much of the phallus as is possible. 
The dorsal lymphatics, which have been found 
to be directly involved in metastasis, are re- 
moved simultaneously with the primary lesion 
and regional lymph nodes. 


Between 1907 and 1946, 70 consecutive cases 
of proved carcinoma of the penis were sub- 
jected to radical operation. These patients ranged 
in age from 23 to 76 years. The diagnosis of 
carcinoma was established in every case by 
careful pathologic study. This included micro- 
scopic examination of sections of the local 
lesion, dorsal lymphatics and excised lymph 
nodes. 

The immediate postoperative mortality was 
7.1 per cent, a figure which compares favor- 
ably with mortality rates for radical surgery of 
cancer elsewhere (Table 1). 

Of the 70 cases studied, 33, or 47.1 per cent, 
were shown to have metastases at the time of 
operation. It is quite likely that the incidence 
was even higher for two reasons: (1) metastases 
may have been missed in examining the large 
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block of tissue excised at operation, and (2) 
distant metastases may have been present. For 
practical purposes one may assume that at 








“ASES OF PROVED CARCINOMA OF THE PENIS 
SUBJECTED TO RADICAL SURGERY 


Total number of cases studied 70 
Cases with adequate follow-up , ms . 2 
Cases followed more than five years postoperatively 46 
Cases with metastases , . - 
Total five-year survivals a st 

Metastatic cases 6 

Non-metastatic cases , oe, On 
Postoperative hospital deaths 5 


This table shows an analysis of the entire series of cases studied. 
Of particular interest are the high rate of metastases, the high 
over-all curability rate, particularly in the metastatic cases, and 
the low operative mortality rate. 








Table 1 





Fig. 1 

Here is shown a section from the primary tumor in a 
patient who had metastases, but lived over 8 years after 
radical surgery. Autopsy revealed no residual cancer. 
This high power field contains the sort of well-differenti- 
ated, keratinizing carcinoma which is the type most often 
found in the penis. Note that squamous cell elements 
are present throughout the field and epithelial pearls 
are prominent. 
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least one-half of the patients with penile cancer 
have metastases at the time of operation. 

Adequate follow-up reports have been ob- 
tained in 51 of the 70 patients. Of these, 5 were 
operated upon within the last 5 years, leaving 
46 patients in the series under consideration. 


Twenty-one of the 46 patients survived opera- 
tion five years or longer (Table 2, 45.6 per 
cent). Of these 46 patients, 19 operative speci- 
mens were found to contain histologic evidence 
of metastasis in the dorsal lymphatics or regional 
lymph nodes; no metastases were found in 27 
cases. 

Of 19 patients with metastases at operation, 
6 lived 5 years or longer (Table 3, 31.5 per 
cent). Of these, one patient lived 5 years, one 
seven, another eight, and three lived, or are 
still living, for 11, 12 and 15 years respectively. 
The patient surviving 8 years died at a Balti- 
more hospital; autopsy disclosed no evidence of 
cancer (Figs. 1, 2 and 3). 








LENGTH OF KNOWN SURVIVAL OF FIVE-YEAR CURES 
FOLLOWING RADICAL OPERATION 














Years Lived 
Case Number Postoperatively 

OF eee estes 19 
2 ‘a ee ee 
e-. wile ee Ee 8 
e. . acacia eiieinieniiiaiies Ta 
5 . be 8 
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10 iin . ; 

11 - sonia a 
12 aaliniictaabatabataatatits 7 
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UDP * eccindabdnvacinsiosinannaesoupenicdiamphenb caieincmeceinonclegeicaics Tae 
19 10 
20 . EEE Ik kee psisiaketasebsieiensmencnasectani” A 
Average follow-up in 5-year cures 10.5 years 


long periods of postoperative survival are 
Many of these cases are still living. 


The unusually 
emphasized in this table. 








Table 2 
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Of 27 patients in whom no metastases were 
discovered, 15 lived 5 years or longer (55.5 
per cent). Two patients lived 18 years, one 19 
years and one 22 years after operation. 


Referring to Table 1, it will be seen that 5 of 








LENGTH OF SURVIVAL IN METASTATIC CASES 





Years Lived 


Case Number Postoperatively 


2 8 
3 11 
4 - i$ 
5 7 
Ee Se Cn I ee eee ee 5 


Average follow-up in 5-year cures. yea 
The true value of radical surgery is aman in this table. 








Table 3 





Fig. 2 
This section was cut from a lymph node removed during 
radical operation of the same case depicted in Fig. 1. 
Almost the entire node has been replaced by cancer. 
Note the remaining lymphatic tissue which surrounds 
the cancer in a thin, darkly stained band. Inflammatory 


reaction is also seen; 


it is almost invariably present in 
the metastases. 
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the 46 patients were postoperative hospital 
deaths. If these are omitted, the corrected five- 
year curability rate is increased to 51.2 per 
cent. 


To our knowledge there has been no recur- 
rence of the cancer in any case surviving opera- 
tion for five years. This appears to be of con- 
siderable prognostic importance. 


DISCUSSION 


Leighton® has reported that 24 out of 31 cases 
(77.4 per cent) of carcinoma of the penis ex- 
amined histologically were grades I or II 
(Broders). We have no reason to dispute this. 
However, it must be remembered that this 
tumor often presents a pleomorphic picture his- 
tologically depending upon the portion of the 
tumor examined. Moreover, metastases are fre- 
quently composed of cells of a different degree 





Fig. 3 
bag is a higher power view of the metastatic lymph node 
n Fig. 2. Here again, as in the primary growth shown in 


Fig. 1, the cancer cells appear well differentiated and 
there is beginning pearl formation. Although these points 
in the pathology suggest low grade malignancy, the 
patient had massive metastases at the time of operation 
— though the duration of his primary lesion had been 
short. 
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of anaplasia from those seen in the primary 
growth. From these considerations it will be 
realized how misleading it may be to draw de- 
ductions, based on the examination of a few 
random sections, concerning the relationship of 
the histologic pattern to the frequency and 
rapidity of metastases. In many of our cases, 
grade I and II tumors have been observed to 
progress rapidly and result in death from wide- 
spread metastases. 

In three of the cases basal cell elements pre- 
dominated in the primary tumor. Such tumors 
were found to cause death from metastases as 
readily as the pure squamous cell type. It is 
interesting to note that the metastases from one 
of these tumors contained only basal cells, 
whereas the other two contained both basal and 
squamous cells. This emphasizes that basal cell 
carcinomas of the penis are malignant in contrast 
to the common rodent ulcer. 


There has long been controversy regarding 
the most effective therapeutic course which may 
be followed after the diagnosis of carcinoma of 
the penis has been established. Although direct 
cauterization has been discarded for the most 
part, radiation therapy still enjoys widespread 
favor and application. Surgical methods have 
included local excision, partial amputation and 
the radical operation. Surgery and irradiation 
have been combined in some instances. 


At the Brady Urological Institute the radical 
procedure has been employed almost  ex- 
clusively. In approximately one-half of all cases 
of carcinoma of the penis metastases can be 
demonstrated in the surgical specimen. This 
fact coupled with the inability to distinguish 
between metastatic and non-metastatic lesions 
preoperatively has prompted the continued use 
of this operation. 

It appears unlikely that metastatic carcinoma 
of the penis is cured by irradiation alone. Fur- 
thermore, it is the opinion of most radiologists 
that the tissues of the groin, perineum and geni- 
talia withstand therapeutic irradiation poorly. 

Aspiration and surgical biopsy of the regional 
lymph nodes give inconclusive results. Metas- 
tases have been discovered in the surgical speci- 
mens despite negative preoperative biopsies. 
Furthermore, deaths from distant metastases 
have occurred following the radical operation 
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in cases where no metastatic tumor was found 
in the excised lymph nodes. 

The value of this operation is that it offers 
a real opportunity for cure in cases of tumor 
which have already metastasized. In this series 
6 cases of proved metastatic cancer of a group 
of 19, or 31.5 per cent, are known to have lived 
over 5 years. 


It is obvious that simple amputation cannot 
cure carcinoma which has already reached the 
lymph nodes. 

There is no doubt that metastases to the deep 
pelvic lymph nodes are present in a certain 
number of cases at the time of operation. This 
should encourage even more radical measures 
than the ones now employed. 

Contrary to what might be expected, the 
psychic trauma induced by this operation is 
minimal. Many of these patients have resumed 
their previous occupations. It is interesting to 
learn that satisfactory coitus, and in some in- 
stances, ejaculation followed by successful im- 
pregnation have occurred. , 


No comparison has been made between the 
results of radical surgery and the published re- 
sults of radiation or conservative surgery. Most 
of the reports in the literature have been based 
upon cases in which the pathologic analysis was 
incomplete. Often lesions have been treated 
without previous biopsy. It should be empha- 
sized that negative biopsies of regional nodes 
are without value. 


SUMMARY 


(1) An analysis has been made of 70 cases 
of proved carcinoma of the penis subjected to 
radical surgery. 

(2) Adequate follow-up reports have been 
obtained in 51 cases; 46 of these were operated 
upon more than 5 years ago with an operative 
mortality of 7.1 per cent. 

(3) An over-all five-year survival of 45.6 
per cent has been found; the five-year survival 
of metastatic cases is 31.5 per cent; the five- 
year survival of non-metastatic cases is 55.5 
per cent. 

(4) Almost one-half of the cancers were shown 
by pathologic section to have metastasized to the 
regional lymph nodes at the time of operation. 
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(5) The inability to distinguish between 
metastatic and non-metastatic cancer of the 
penis preoperatively is stressed. 


(6) The value of this operation is that it 
offers a real opportunity for cure in cases which 
have already metastasized. 
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SELECTION OF TREATMENT IN 
ADVANCED CARCINOMA OF 
THE RECTUM* 

AN IMPROVEMENT IN SURGICAL TECHNIC 


By RanpotpH Lee Crark, Jr., M.D.* 


Houston, Tex2s 


At the turn of the century the results obtained 
by the operative treatment of patients with can- 
cer of the rectum left much to be desired. Fewer 
than 30 per cent of all those seen and diagnosed 
were submitted to operation. Of those oper- 
ated upon from 20 to 55 per cent did not sur- 
vive the surgery. Of those that did recover 
from the surgery not more than 10 per cent 
were alive at the end of 5 years.’ Today we 
find that in the major centers where colon sur- 
gery is done, over 60 per cent of the patients 
that are diagnosed are being operated upon 
with an attempt to cure them, and that 90 per 
cent or more survive the surgery. Five years 
after the surgery is completed we find that 50 
per cent of them are still alive.°?5 This re- 
markable advancement is considered due to im- 
provement in the surgical technic employed but 


a 


*Read in Section on Surgery, Southern Medical Association, 
Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947. : 

TDirector and Surgeon-in-Chief, The University of Texas, 
f. D. Anderson Hospital for Cancer Research, Houston, Texas. 
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has also been influenced by increased promptness 
in diagnosis with the presenting of the patient 
for treatment at an earlier period in his disease. *! 
Also perhaps equally important are the posi- 
tive methods we now have for combating the 
complications which were frequently the cause 
of the previously high operative mortality. We 
are all well acquainted with these additions to 
our armamentarium. The most valuable of these 
include the chemotherapeutic agents,°> blood 
and blood substitutes,!° methods of mechanical 
decompression of the bowel*! and concentrated 
nutritional substances which may be given as 
well by vein as by the alimentary canal.!7 


The attempts to continue our progress in the 
victory over cancer of the rectum require a 
complete re-evaluation of our practices in the 
light of these new additions to our armamenta- 
rium. By doing so it is hoped that we may ex- 
tend the range of operability to those patients 
who have lesions which apparently have de- 
veloped to a point beyond the ordinary range 
of attack by surgery. As an example of our 
present advantage we might compare the treat- 
ment that a patient with a chronically perforated 
carcinoma with abscess received before the ad- 
vent of chemotherapy, with that which is now 
possible. Before chemotherapy, a disfunctional- 
izing colostomy was performed and precious 
months were often expended in getting the 
abscess under control before a resection could 
be instituted. At the present time a few days 
or weeks at most are all that are required 
to prepare the patient for an attempt at cura- 
tive resection. In certain patients, instances un- 
doubtedly occurred where actual metastasis 
took place during this time interval. 


Reports in the literature!® in recent years 
demonstrate that it is worthwhile to extend the 
radical surgical approach to patients with seem- 
ingly hopeless lesions of the rectosigmoid or 
rectum. Brunschwig? records this thought in 
discussing the significance of large localized 
neoplasms without hepatic metastases. He is 
of the opinion that such a condition indicates 
resistance to tumor spread on the part of the 
host or relative slowness on the part of the 
growth to form distant metastasis, or both. It 
has been a recognized fact that carcinomas of 
the colon may metastasize to the liver relatively 
late in their development. Brunschwig con- 
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cludes that carcinoma of the colon in advanced 
stages (locally) affords a fertile field for the 
extension of operative attack. Sugarbaker %’ re- 
ported the resection of 42 lesions of the rec- 
tum and rectosigmoid along with adjacent struc- 
tures to which they had become adherent with 
survival of 20 of these patients from 1 to 5 
years without evidence of recurrence at the time 
they were reported. Forty-one per cent of this 
group did not show any lymphatic spread be- 
yond the site of the original malignancy and its 
area of penetration. 


Dixon and Benson,'* in 1945, reported 62 
patients with growths of the rectum and rec- 
tosigmoid which extended into the urinary blad- 
der. Forty of these were considered operable 
except for the presence of this local extension. 
They were, therefore, resected removing the 
local growth and its avenues of spread along 
with a portion of the urinary bladder. One- 
half of this group were living 5 years or more 
after the original surgery. Dixon draws the 
conclusion that where local extension alone is 
present the condition is seldom inoperable. 


Since Lisfranc?5 first removed the rectum 
for malignancy over 100 years ago there has 
been a steady technical evolution in operative 
procedures. The modern era can be said to 
have arrived in 1908 when Miles 2° presented his 
classical operation, the one-stage combined ab- 
dominoperineal resection. This procedure was 
devised after a careful study of the pathologic 
characteristics of malignancy in the terminal end 
of the colon and rectum, and was performed so 
as to include the zones of lymphatic spread. At 
the time it was presented, over 90 per cent 
of all patients operated upon for carcinoma of 
this area were dead at the end of a five-year 
period.2? This operation marks an epoch in 
the surgery of cancer of the rectum and rectosig- 
moid and is comparable to the Wertheim opera- 
tion for cancer of the uterus; the subtotal gas- 
trectomy of Billroth for carcinoma of the stomach 
and the Halsted operation in the radical man- 
agement of cancer of the breast. It is still 
performed today in almost exactly the same man- 
ner as originally described by Miles. It has 
remained undeniably, the most radical ap- 
proach to carcinoma of the rectum and rectosig- 
moid. Modifications are now thought to be 


desirable on only two scores. One change has 
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been suggested in an attempt to preserve the 
sphincteric mechanism on the terminal end of 
the bowel.2'5 The other change has been 
thought to be desirable in an attempt to reduce 
the hazard of the original operation by per- 
forming it in stages. '5 24 34 


The successful surgical treatment of carci- 
noma depends upon the total removal of the 
organ involved and its associated lymphatic 
nodes. Carcinoma of the rectum and rectosig- 
moid is anatomically and favorably located for 
this procedure because the rectum is an organ 
that can be removed, together with the re- 
gional lymphatics, without seriously altering the 
normal physiology. Any operation that re- 
moves less than the organ involved with its 
zone of lymphatic spread is inadequate. 

Most authorities agree! 2! 223935 that the 
sphincteric mechanism cannot be preserved with 
a radical operation for low-lying anorectal 
lesions. Also it is considered inadvisable in those 
cases of far advanced perforated lesions |lo- 
cated at any level of the pelvic colon.’? ” 
Wangensteen says: 


“T am convinced from the experience with low- 
lying fixed lesions that an operation which does not 
excise the levator muscles in juxtaposition to the bowel 
invites local recurrence. In the 5 instances (out of 22 
patients) in which local recurrence followed ampullary 
resection, the local invasive qualities of the tumor may 
have been responsible, yet I believe it would be safer 
to suggest that ampullary resection in such instances 
can be indicted on the score of failing to remove the 
lateral zones of lymphatic spread as well as in its 
failure to deal adequately with the item of local in- 
vasion. Miles states that the levator ani muscles are 
especially prone to invasion by cancer cells, which 
have gained access to the extramural lymphatic system 
of the rectum.” 


Bacon and Babcock? 5° do not attempt their 
modification of the pull-through operation un- 
less the lesion is more than 6.0 cm. above the 
dentate line. Wangensteen*® set the lowest level 
at which a lesion can occur and the sphincter 
be preserved at 8.0 cm., and Dixon!’ '!5 who 
perhaps has had more experience than any- 
one today with restoring the continuity of 
the bowel in this area, places the level of a 
lesion to be so removed as above the levator 
muscle. In this paper we will not enter the 
controversial discussion of whether or not to pre- 
serve the sphincter in the presence of an early 
growth, but we will confine our thoughts to the 
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patient who has either a low-lying or a far 
advanced lesion, is a bad surgical risk, and 
in whom no effort to save the sphincter is in- 
dicated.!5 4° 


The performance of the most radical operation 
possible is indicated in a patient in whom a 
malignant lesion has existed for such a period 
of time that it has either penetrated the wall 
of the bowel or spread to adjacent structures.* 
Such a patient is often debilitated by the in- 
roads of the malignant process and is less 
suited to withstand a formidable surgical pro- 
cedure. The removal of any invaded adjacent 
viscera along with the original lesion further 
increases the magnitude of the procedure. While 
the Miles operation is ideal,?? an operation 
less formidable but just as effective as the 
Miles one-stage combined abdominoperineal op- 
eration may be desirable to meet this situation. 
Four previous operations have been suggested 
which are now in general use in this country. 
These operations attempt to remove the cancer 
with its zone of lymphatic spread as capably as 
the Miles operation and hope to reduce its hazard 
by being performed in two stages with an in- 
terval of time between each stage. There are 
certain inherent disadvantages in each of these 
operations. The ones proposed by Rankin*‘ 3° 
and Lahey*’ 24 necessitate the re-opening of 
the abdomen at the time of the second opera- 
tion. The Jones?° operation leaves a_ blind 
loop of gut and is perhaps less radical than 
the Miles operation. Coffey’s'!! ingenious opera- 
tion, presented in 1915, was nearer the ideal 
goal but it was complicated by a not infre- 
quent necrosis of the inverted distal stump and 
resulted in an increased mortality and morbidity. 
But for this disadvantage the Coffey operation 
would have solved the problem as it more nearly 
divided the amount of surgery to be done at 
each stage into equal portions and eliminated 
the necessity of re-entering the abdominal cavity 
during the second stage. 


With the advent of chemotherapy and a bet- 
ter understanding of the proper methods of clean- 
ing the colon prior to surgery it has been pos- 
sible to accomplish the result desired by Coffey. 
By combining his objective with procedures that 
were used as auxiliary measures by Maunsell,?’ 
Pauchet,32 and Hartman,!* at even an earlier 
date, and taking advantage of our present meth- 
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ods of pre- and postoperative care of the colon 
patient it has been possible to obtain a definite 
operative procedure that would seem to answer 
our needs better than any of those thus far 
proposed. 


This operation is a two-stage anterior and 
posterior resection, one-half the operation being 
performed at a time. The necessity of re- 
entering the abdominal cavity from the front for 
2 second time is eliminated. The work to be 
done is about equally divided between the two 
stages. There are a number of variations in 
this procedure that are possible depending upon 
the pathologic condition present as discovered 
during the performance of the surgery and by 
the subsequent examination conducted by the 
pathologist upon the resected specimen. (Fig. f 
to Fig. 8 anterior-posterior resection) . 





Fig. 1 
Anterior phase of operation for a perforating carcinoma 
in the rectum. 





Fig. 2 
Division of the rectosigmoid at its junction with the 
sigmoid. Removal of mesentery of the pelvic colon along 
with adjacent lymph nodes and superior hemorrhoidal 
artery. Careful invagination of the distal stump shown 
using interrupted mattress sutures. 
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DISCUSSION 


In a debilitated patient a two-stage procedure 
theoretically is less hazardous even in the 
hands of a skilled operator and certainly extends 
the range of effectiveness of the average surgeon 
who encounters only an occasional malignancy 
of this area.** 54 

This fact should be borne in mind particularly 
now that much colon and rectal surgery is being 
done throughout the country and is no longer 
confined to a few skilled operators doing large 
series of cases. The reports from general hos- 





Fig. 3 
Repair of pelvic peritoneal floor. Complete invagination 
of the rectosigmoid into the ampulla of the rectum. 





Fig. 4 
Proximal end of sigmoid brought through left iliac stab 
wound incision as a single barrel colostomy. 
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pitals without specialized services show a very 
different picture from that generally seen in the 
literature in resectability and mortality rates. 
Ottenheimer*! reports the mortality rate of 621 
resections of cancer of the rectum performed 
in 27 general hospitals in Connecticut as 20.9 © 
per cent with a resectability rate of 38.6 per 
cent. 

This would indicate the need for an opera- 
tion that can increase the range of resectability 
for the cases with advanced lesion and at the 
same time not increase the hazard to a pro- 
hibitive level. 


The operation presented can be varied to meet 





Fig. 5 
Posterior phase of operation: 
stump. 


wide excision of rectal 





Fig. 6 
Location of a perforating lesion in the rectosigmoid. 
When the growth is large and perforated, it may be 
advisable to stage the procedure. 
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the actual conditions encountered at surgery. 
It can be readily terminated if the patient’s con- 
dition becomes serious. Also, it can be utilized 
as merely a slight modification of a one-stage 
Miles operation if the abdominal phase of the 
procedure is accomplished with unusual fa- 
cility. 

The principal advantage, as has been stated, 
is the simplicity of the second stage procedure. 
The superior hemorrhoidal artery and upward 
zone of lymphatic spread is removed at the first 
or anterior portion of the operation after trans- 
section of the pelvic colon above the lesion, 
usually at the rectosigmoid. In this manner 
the abdomen does not have to be re-entered 
when the posterior portion is performed. The 
viability of the rectal stump and distal end of 
severed bowel can be assured, as pointed out 
by Dixon, '° !5 even though the superior hemor- 
rhoidal artery has been ligated. The closure 
of the distal stump must be done very meticu- 
lously, however, to achieve the desired results. 
This closure is accomplished by an invagination 
of the stump into the rectal ampullae. This is 
accomplished without undue difficulty even in 
the presence of large growths in the rectum be- 
cause of the markedly larger diameter of the 
rectal ampullae than any other segment of the 
pelvic colon. If possible it is desirable to uti- 
lize a portion of the bowel invested with serosa 
for the first row or two of invaginating sutures. 
Three to six inches of proximal gut are usually 
invaginated into the rectum by placing repeated 
rows of interrupted sutures about an inch further 
down the bowel wall. In this way one does 
not have to be concerned about a critical point 
of viability. The pelvic peritoneal floor is re- 
formed above the invaginated stump. It has 
been our practice to cut the anal sphincter in 
the posterior commissure and in this manner 
obviate any back pressure on the closed end of 
the rectum. Oxydizing drugs may be inserted 
if necrotizing infection is present in the growth. 
The need for this has become less apparent 
since these patients are being prepared by “sul- 
fasuxidine.”” Complete obstruction of the rec- 
tum is a rare happening but if it should occur 
this operation is obviously contraindicated. The 
Lahey* two-stage operation is ideal in such 
instances. 


The posterior portion of the operation is ac- 
complished when the patient’s condition permits. 
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One is frequently very surprised after a two- 
week interval between the two phases to find 
that a seemingly hopelessly perforated and fixed 
rectal growth has become resectable. It is be- 
lieved that the previous ligation of the superior 
hemorrhoidal may result in impairment of the 
blood supply to the periphery of the tumor and 
in this manner help to define a line of demar- 
cation. Certainly it greatly simplifies the pos- 
terior phase as the proximal major blood sup- 
ply to the operative field is controlled and 
radical wide excision of all the rectal supporting 
tissue is possible with a minimum of bleeding 
and shock. 

Involved adjacent viscera may be removed 
at the stage of the operation most suitable 
to their location. This may include small bowel, 
dome of the bladder, ureter, uterus and adnexa, 
seminal vesicles, prostate or vagina. Drain- 





Fig. 7 
Excision of segment of rectosigmoid and sigmoid including 
the mesentery with its lymphatics and blood vessels. 





Fig. 8 
The uninvolved distal segment is invaginated into the 
rectal ampulla by repeated rows of interrupted sutures. 
If the lymph nodes are uninvolved the rectal stump may 
be left in place and the continuity of the bowel re- 
established at a later date when the danger of recurrence 
is no longer present. 
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age may be done after the anterior portion of 
the operation if an inadequate amount of bowel 
is available to secure proper invagination as de- 
scribed. This drain should be placed through 
a stab wound just lateral to the coccyx and 
passing into the hollow of the sacrum up to the 
invaginated stump. 


The anterior-posterior resection of the rectum 
as described is proposed to replace, in certain 
instances, the two-stage operations which are se- 
lected for low-lying lesions of a far advanced 
nature or in a debilitated patient. It, therefore, 
offers no controversy with the one-stage proce- 
dure of Miles and those operations that preserve 
the sphincter and have their own indication 
for use.‘ 13 46 


In lesions of the rectum, by employing the 
anterior-posterior operation the sphincter is per- 
manently lost. However, in growths located in 
the upper rectum and rectosigmoid the sphinc- 
ter may, at times, be saved for future re-estab- 
lishment of continuity. This may be done when 
the nodes and vessels are negative for met- 
astatic involvement, if the lesion is a grade A 
or B, Duke and Grade 1 or 2, Broders, and 
the liver is uninvolved. Continuity may usually 
be reestablished in one to 3 years if no recurrence 
is evident. Dixon,!5 Lahey,*?5?4 and Bab- 
cock? have all reported the performance of 
such operations. Numerous surgeons!®!9 oc- 
casionally leave in place an uninvolved stump of 
rectum after removing a rectosigmoid lesion and 
do not attempt to perform an immediate anasto- 
mosis. The utilization of this procedure as a 
planned operation is now entirely feasible with 
the advent of chemotherapy and the recognition 
of the proper method of closing the stump. 


Typical case reports showing the operation 
as it was originally planned and as it is done 
today are of interest to show the adaptability 
of this procedure. In the beginning the mes- 
entery and lymphatics of the pelvic colon were 
removed, but the superior hemorrhoidal artery 
was not ligated until the posterior half of the 
operation was done. This has since been found 
to be an unnecessary precaution as the rectal 
stump remains adequately viable, even after liga- 
tion of the superior hemorrhoidal vessels and 
the inverted stump holds provided the inversion 
is done as described. Study of the end re- 
sults at the present time is not of value, as the 
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war years did not provide the author with pa- 
tients needing this type of surgery. 


Case 1.—(Early period of operation). Mrs. H.S.R., a 
55-year-old white woman entered the hospital in June, 
1942, with a chief complaint of pain in rectum and 
bleeding from hemorrhoids. She said she had been 
bothered intermittently with hemorrhoids for approx- 
imately eight years. There had been some loss of 
weight and she complained of being very “run down.” 
Hemorrhoidectomy was advised two years before, but 
this was refused. 

Physical examination revealed the cervix, uterus 
and adnexa to be negative. There was considerable 
fixation of the vagina by a mass in the rectum, in- 
ternal and external hemorrhoids, grade 2. A palpable 
tumor almost entirely occluded the ampulla of the rec- 
tum which was fixed and annular. The usual pre- 
operative preparation included two transfusions of 
blood of 500 c. c. each. 

At operation a carcinoma was found involving 
the upper rectum which had perforated anteriorly on 
to the vagina and pelvic peritoneum. There was also 
a firm, elevated nodule in the right lobe of the liver 
far to the right, and on the dome approximately 
4.0 x 3.0 cm. 

A low midline incision was used. The sigmoid was 
very redundant and the sigmoid artery was ligated 
close to the bifurcation of the inferior mesenteric ar- 
tery. The superior hemorrhoidal artery was not ligated 
but the mesentery and lymph nodes were carefully 
cleaned from it. A left iliac stab wound was made, 
the bowel divided at the rectosigmoid between Payr 
clamps and the proximal loop of the bowel brought 
through the stab wound as a single barrel colostomy. 
The distal stump of the bowel was inverted into the 
rectum for 10.0 to 12.0 cm. until the inverted portion 
was level with the pelvic peritoneal fold and the pelvic 
peritoneum placed over the inverted stump. The mes- 
entery was closed with 00 continuous chromic catgut 
suture. Ten grams of sulfanilamide powder was placed 
in the pelvis, before closure. Both stumps of bowel 
had a good blood supply. 

The patient’s course in the hospital was unevent- 
ful and she was given three transfusions of 500 c. c. 
each of citrated blood in preparation for the second 
phase of the operation. 

Four weeks following the first operation, the pa- 
tient was prepared for the posterior stage of the 
anterior-posterior resection of the carcinoma of the 
upper rectum. The growth in the upper area of the 
rectum had perforated the anterior rectal wall and had 
grown into the cervix, and the vagina. 

The patient was placed in the Kraske position on 
the table with hips elevated. The anus was closed 
with a purse string suture of fishline. An elliptical 


incision was made around the anus, the coccyx was re- 
moved, and a wide posterior dissection carried out. The 
rectum was separated from the cervix with a great 
deal of difficulty and a perforation of the walls in 
this area occurred due to the malignant necrosis. A 
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portion of the cervix and the upper vagina was re- 
moved with the growth. The rectum was freed up 
from the hollow of the sacrum and the superior hem- 
orrhoidal artery was divided above the pelvic floor. 
It was thus necessary to re-enter the peritoneal 
cavity. The stump of the rectosigmoid which had 
been inverted for several inches held nicely and there 
was no evidence of necrosis or leaking of the inverted 
end. A note made on the operative record at that 
time said: “This type of resection is certainly no more 
difficult than a high posterior resection and avoiding 
re-entering the abdominal cavity the second time from 
the front certainly decreases the time of the operation 
and increases the range of operability.” Six grams 
of sulfanilamide powder was placed in the peritoneal 
cavity from below and the pelvic peritoneal floor re- 
formed with No. 1 chromic catgut. Six grams of sul- 
fanilamide powder likewise was placed in the pelvic 
cavity, and the cavity packed with plain gauze using 
a large oil silk sheet to prevent adherence. The pos- 
terior incision was drawn together with two tension 
sutures only. 

Pathologic examination disclosed an adenocarcinoma 
grade 2 with inflammatory regional lymph nodes. 

The patient’s condition was good immediately post- 
operative, and she was returned to her room. This 
was followed by four transfusions during her cen- 
valescence which was otherwise uneventful, and she 
was discharged three weeks later. 

The patient died one year postoperatively from the 
liver metastasis. 


Case 2——(Present period of operation). Mr. B. S., 
a 74-year-old white man entered the hospital with a 
chief complaint of bleeding from the rectum of eight 
months’ duration. Three months before he saw a 
physician who took a biopsy of the growth, 6.0 cm. 
above the anus, which was reported to be adenocarcino- 
ma grade 3. He refused further care at that time. 
He remained at home six more months until Sep- 
tember 1947, when he came to this hospital for ex- 
amination and treatment. 


The past history was non-contributory. There was 
no history of cancer in the family. 


Physical examination revealed an occasional prema- 
ture systole. Rectal examination revealed a mass fill- 
ing the pelvis beginning 2.0 cm. above the anus on 
the right and 5.0 cm. on the left, fixed, nodular, sur- 
rounding and almost completely obstructing the lumen 
of rectum. Two biopsies were taken, one on the right, 
and one posteriorly, and reported adenocarcinoma. 

On September 24, the abdominal phase of a two- 
Stage anterior-posterior resection of the pelvic colon 
and rectum was done. Abdominal exploration did not 
reveal any evidence of intra-abdominal malignancy. 
The growth had penetrated the rectum anteriorly just 
below the pelvic peritoneal fold and was adhered to 
it in one area. 

The bowel was divided at the junction of the sig- 
moid and rectosigmoid; the superior hemorrhoidal ar- 
tery was ligated. The pelvic peritoneal floor was freed 
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up; the proximal end of the bowel was brought out 
a left inguinal stab wound as a single barrel colos- 
tomy. The distal end of the bowel was inverted with 
successive layers of OO chromic catgut and the last 
two layers of interrupted cotton sutures. 


The particular technic used in inverting the bowel 
was very important. Approximately one inch was in- 
verted with each row and at least five inches of 
bowel was turned in altogether. It fit well down and 
snug into the rectum and was well below the original 
level of the pelvic peritoneal floor. The lower por- 
tion of growth was firmly fixed in the hollow of the 
sacrum and to the left from the perforating lesion. 
The peritoneal floor was reformed using a double 
strand of 00 chromic catgut as a running suture. 


The postoperative course was uneventful and the 
patient was out of bed on the third postoperative 
day. 

On October 21, under spinal anaesthesia, the pos- 
terior half of the anterior-posterior resection was under- 
taken. The coccyx was removed and the dissection 
carried proximally. It was found that the carcinoma 
had perforated anteriorly, and to the left, particularly. 
It had grown into the prostate and the perineal body 
and the base of the bladder and laterally had invaded 
the wall of the pelvis. It was extremely difficult to 
dislodge. It was necessary to remove the posterior 
lobe of the prostate along with the posterior half of 
the two lateral lobes exposing the membranous urethra 
for approximately 5.0 cm. The upper portion was sur- 
prisingly easy to dissect except for the few adhesions 
that had formed. Bleeding was adequately controlled 
because of the previous ligation of the superior hemor- 
rhoidal artery. The inverted stump was intact (Fig. 9). 
There was considerable bleeding from the base of the 
bladder where the growth was sharply dissected from 
it. Also, there was a large vein on the sacrum that 
had been fractured at the removal of the growth where 
it had invaded the sacral fascia on the left. The 
membranous urethra was sutured with interrupted silk 
sutures over a catheter which had been previously 
inserted. 





Fig. 9 
Picture of invaginated rectal stump three weeks after 
ligation of the superior hemorrhoidal artery. The turned 
in portion is alive and the suture lines are intact. 
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The patient was out of bed on the second post- 
operative day and his alimentation was never disturbed. 
He is still under observation for his urethral fistula. 


SUMMARY 


. 


Advantages of the anterior-posterior resec- 
tion of the pelvic colon are: 

(1) Only one entrance into the abdominal 
cavity. 

(2) It divides the risk well between the two 
operations. 

(3) Completes the abdominal portion at the 
first operation. 

(4) Completes the posterior portion at the 
second operation. 

(5) Extends the range of operability. 

(6) Leaves a single barrel colostomy. 

(7) Performs a completely radical procedure. 

(8) In advanced rectosigmoid lesions, leaves 
an opportunity for rejoining the continuity of 
the bowel at a later date without jeopardizing 
the life of the patient at the present or in- 
creasing the danger of recurrence by doing a tem- 
porizing procedure. 

(9) It is an operation that is simpler in tech- 
nic and which the less skilled operator can per- 
form with a greater chance of success. 

(10) Less chance for fatal error relative to 
leakage and blood supply. 

The success of the anterior-posterior resection 
is dependent upon five main features: 

(1) The ability of the upper rectum to main- 
tain its viability after section of the superior 
hemorrhoidal artery. 

(2) The utilization of the large diameter of 
the rectal ampullae to receive a considerable 
segment of inverted narrow rectosigmoid. 

(3) A method of inversion of the rectal stump 
that reduces the likelihood of leakage. 

(4) The cutting of the anal sphincter to re- 
duce any tendency for back pressure in the rectal 
stump. 

(5) The elimination of anaerobic and necro- 
tizing bacteria by preoperative use of chemo- 
therapy (“‘sulfasuxidine”) and the postoperative 
rectal instillation of zinc peroxide. 

Complications: Pelvic abscess can occur if 
the drainage from the closed end cannot pass 
out the anus. 
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DISCUSSION (Abstract) 


Dr. Curtice Rosser, Dallas, Texas—Dr. Clark’s paper, 
like Dr. George Pack’s discussion “The Definition of 
Inoperable Cancer” which preceded it, brings to mind 
several pertinent thoughts. One is that it was quite 
wise to drop the term “operable” in connection with 
tumors of the bowel and begin to talk about “resect- 
able,” because many which were not, in the old sense 
of the word, operable, in that cure was definitely ex- 
pected, are now deemed to be resectable, either for pallia- 
tion or possible cure. 

The other thing that comes to my mind is that both 
of these papers demonstrated the growing popularity of 
what might be called the Brunschwig philosophy of 
the moment, that is, doing extremely massive operations 
where indicated for abdominal cancer. 

I am curious, and I am sure that you will be, to 
find whether after a few years the very favorable non- 
recurrence rate of the past, around 55 per cent, will 
still hold, since our resectability rate has been raised 
from about 65 to 80 per cent. 

Unquestionably the procedure which Dr. Clark has 
advocated has advantages over those advocated in the 
past, such as the Jones and Lahey operations, in which 
the abdomen is opened twice. 

I am very happy, however, that the necessity for 
two-stage operations is not nearly so frequent as it was 
thought to be not too many years ago. Age alone is no 
longer a definite reason for a two-stage operation. 
Preparation extending over a week rather than twenty- 
four hours is another factor which has made the one- 
stage procedure possible. 

Obstruction, of course, is always a definite reason for 
a two-stage operation. Paraphrasing the words of 
Tiffany, “Radical surgery in the presehce‘of obstruction 
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is fatal.” That is still true and will continue to be true. 

I have been rather interested to notice, however, that 
in our last sixty cases of cancer of the rectum or recto- 
sigmoid, in only two was a two-stage operation found 
to be necessary, nor did our subsequent experience with 
these cases indicate that it should have been done more 
frequently. 

Dr. Clark merely touched on a few points which are 
of interest to all of us. Dr. Arthur Allen of Boston in 
his last survey of colon surgery done at the Massa- 
chusetts General Hospital mentioned that there was 
at this time a rather marked revived interest in opera- 
tions upon the rectum which included preservation of 
the sphincter, and he believed that there were two major 
factors responsible for this new interest, one of which 
was the report by Coller and by Gilchrist and his as- 
sociates that the beginning spread of cancer of the 
rectum or lower colon was cephalward; therefore, a 
short length of bowel could be removed below the cancer 
with impunity. 

Of course, that is definitely in opposition to Miles’ 
earlier teaching that the lower lymphatic spread was 
just as important. 

As a matter of fact, and regardless of these observa- 
tions, our experience and, I am sure, that of others, will 
demonstrate that in spite of the fact that it is now 
argued that spread to the distal lymphatics occurs only 
after the upper lymphatics have been choked with cancer 
cells, metastasis does occur in anal stumps when they 
are not removed and even in the perineum. 

It is for this reason that I have continued to be a 
conservative in connection with resection of rectal 
tumors. Paradoxically a conservative at present in that 
field is one who believes in doing very radical operations 
for cancer of the rectum. 

Arthur Allen urged that skillful, enthusiastic young 
surgeons should be warned that many of these new 
procedures require a certain amount of time for study 
before they can be believed to be entirely justified. 

There is an additional factor which should be men- 
tioned, purely anatomical in nature, which has made 
rectosigmoid tumor more amenable to resection and 
primary anastomosis, and that is the fact that the in- 
ferior mesenteric artery and vein, which bind the recto- 
sigmoid to the lower part of the abdominal wall, may be 
severed with impunity. This recently discovered fact 
has made it possible to mobilize the rectosigmoid, and 
as a result of that, rectosigmoid cancers can be removed 
very much as are cancers of the lower sigmoid. 

In our last fifty-eight cancers of the rectum or recto- 
sigmoid, a series beginning in January of 1946, six of 
these cancers were removed and the bowel immediately 
anastomosed. I am sure that a few years ago these 
would all have been excised by a Miles’ procedure. 

As a matter of fact, the classification of the rectosig- 
moid as being part of the rectum has been a purely ana- 
tomical and surgical concept in the past, and I pre- 
dict (in the radio commentator’s style) that the time 
will soon come when we will subtract the rectosigmoid 
from the rectum and add it to the colon, because the 
tumors of the neighborhood will be handled exactly as 
are tumors of the colon. 
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LARGE OVARIAN CYST* 
A CASE REPORT 


By James W. Nrxon, M.D. 
and 
WALTER A. WICHERN, Jr., M.D.* 
San Antonio, Texas 


The observation of ovarian cysts that had 
grown to gigantic proportions was not uncommon 
prior to the introduction of aseptic surgery and 
modern surgical technics. Kehrer! made a col- 
lection of such cases over a period of 55 years: 
1873 to 1928. Tabulating the important fea- 
tures of 100 cases in which the tumor weighed 
over 55 pounds, this author found that there 
were only 19 in the last 15-year period (1914- 
1928) as opposed to 81 published in the pre- 
ceding 40 years (1873-1913). 


In that earlier period reluctance to seek 
surgical assistance or individual ignorance re- 
sulted in unrestricted growth of the pathological 
process. It was not unusual for the weight of 
the tumor to exceed that of the rest of the 
body, as was true in this case. The contrast was 
even more remarkable in view of the extreme 
emaciation of the face, arms, and legs. 


The case that we should like to present is of 
interest because of the huge size of the cyst 
which with its contents weighed 108.4 pounds. 
Of further interest was the unusual complica- 
tion subsequent to initial conservative manage- 
ment. 


Case 189519.—Mrs. J. A., white, Mexican, aged 33 
years, referred by Dr. De Hoyos, was admitted to the 
Santa Rosa Hospital, July 22, 1947, and gave a history 
of approximately 7 years of progressive swelling of 
the abdomen with a more rapid increase in size during 
the 5 months preceding admission. Her admission was 
brought about through the insistence of a ranchman 
who by chance learned of her condition and discovered 
that because of her unsightly appearance she was living 
as a recluse in a remote brushy section of his ranch. 
Walking had become impossible because of the patient’s 
inability to support the enormous weight of the cyst. 
In fact, she was unable to turn from one side to the 
other in bed without the assistance of her husband and 
brother. She had reached a state of extreme weakness 
and shortness of breath. 


The past history is essentially negative. The patient 
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had not been ambulatory and had been unable to do her 
housework for several months preceding admission. 
There had been pitting edema of the lower extremities 
for a period of 3 years. The catamenia began at the age 
of 12 years and was usually 3 days in duration with an 
excessive flow. There had been a twenty-eight day in- 
terval until complete amenorrhea in 1940. One preg- 
nancy had occurred in 1934 which was carried to term, 
but the infant died immediately after birth. There were 
no miscarriages. 


The physical examination revealed a markedly emaci- 
ated white woman whose emaciation was most marked 
on the arms, legs, and apprehensive face. She weighed, 
in spite of this, 186 pounds although she measured only 
5 feet 3 inches in height. The xiphoid was deformed 
being forced anteriorly and superiorly with consequent 
flaring of the ribs because of the process in the abdomen. 
The diaphragms were markedly elevated and were 
adynamic. The lungs were clear to percussion and 
auscultation. The heart was displaced superiorly in the 
transverse position with the point of maximum apical 
impulse in the third intercostal space in the anterior 
axillary line. The rate was 120; rhythm was regular; 
there were no murmurs; Ag was greater than Pe. Blood 
pressure was 120/90. Most impressive was the markedly 
protuberant abdomen, the skin of which was very tense 
and displayed dilated superficial veins and everted 
umbilicus (Fig. 1). Several small areas of the skin to 
the left of the umbilicus had undergone ulceration, the 
result of devitalization from excessive tension. Measure- 
ment of the circumference of the abdomen at the 
umbilicus was 53 inches. The percussion note was dull 
and a fluid wave was present. There was no audible 
peristalsis. There was mild pitting edema of both lower 
legs. Her temperature was 100,° pulse 120, respiration 
28. 


Laboratory examination revealed white blood cells 
7,400 with a normal differential; red cells 4,080,000; 
hemoglobin 11.2 grams (photo); coagulation time 4.5 
minutes. The urine was negative. Nonprotein nitro- 
gen was 38.5 mg.; serum protein 6.6 grams with albumin 
3.4 grams, globulin 3.5 grams, and albumin-globulin 
ration 0.9/1. 


The morning following admission a paracentesis was 
performed with a small gauge, number 23 needle, and 
a dark-brown viscid fluid removed at hourly intervals. 
During the first 24 hours 17,700 c. c. of fluid of 1.021 
specific gravity were removed. Drainage‘in an inter- 
rupted manner was carried on over the next 48-hour 
period with the removal of a total of 45,500 c. c. of 
fluid. An abdominal binder and small sand bags were 
applied constantly to the abdomen so as to prevent 
too rapid a decrease of intra-abdominal pressure. Peni- 
cillin was administered parenterally as a prophylactic 
measure. 

Symptomatically and subjectively the patient seemed 
improved until the fifth hospital day, two days after 
the cessation of drainage. At this time, the patient com- 
plained of nausea, vomiting, extreme weakness, and 
sharp pain in the back between the scapulae. The 
respiratory rate was increased to 32, shallow in char- 
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acter; the pulse was rapid and weak, 140; and the 
temperature elevated, 102.° The blood pressure varied 
from 90/60 to 0/0. Examination of the legs was nega- 
tive as was that of the heart and the lungs other than 
their accelerated rates. The emergency was combated 
successfully with transfusion, oxygen, coramine, metra- 
zol, adrenal cortical extract, and digitalization. She 
remained well until the evening of the sixth hospital 
day when she again experienced sharp pain, this time 
in the left supraclavicular region. The blood pressure 
again fell to 0/0 and the pulse was rapid, irregular, and 
weak. Transfusion, coramine, caffeine, and oxygen again 
relieved the emergency. These episodes of chest pain 
with associated shock were thought to be the result of 
pulmonary embolus, and a superficial femoral vein liga- 
tion under local infiltration anesthesia was carried out 
bilaterally without encountering a _ thrombophlebitic 
process. The patient expired shortly after on the seventh 
hospital day, complaining of severe pain over the pre- 
cordium. There was associated dyspnea, cyanosis, and 
severe shock. 


An autopsy was performed one hour after the patient’s 
death. Severe emaciation (Fig. 2) was observed and 
was quite marked on the arms, face, and legs. The 
patient weighed 86.5 pounds. There was marked flaring 
of the ribs and deformity of the xiphoid. There were 
great redundant folds of abdominal tissue indicative 
of recent abdominal deflation. 

The diaphragms were elevated to the level of the 
second rib on the right and to the second interspace on 
the left. The lungs were congested on the posterior 





Fig. 1 
Before withdrawal of fluid. 
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aspect. There was no evidence of thrombosis or of 
pulmonary embolus. The heart lay in the transverse 
position with the apex in the third interspace in the 
anterior axillary line. There was no evidence of a 
thrombotic process. The examination of the abdomen 
revealed a large cyst arising from the left ovary which 
occupied most of the abdominal cavity. It was adherent 
to the anterior parietal wall and the diaphragm, forcing 
the intestines postero-superiorly. The cyst wall measured 
0.5-2.0 cm. in thickness. Into the cyst cavity projected 
a firm papillary mass 15x13x4.5 cm. The cavity con- 
tained 2,650 c. c. of dark brown fluid. The cyst 
weighed 2,200 grams. The liver was smooth and firm 
and weighed 1,200 grams. The kidneys weighed 80 
grams right, and 150 grams left. The capsule stripped 
readily. The pelvis and the ureter on the left were twice 
as large as those on the right. The adrenals were normal. 
The legs demonstrated no evidence of thrombophlebitis. 


Microscopic Examination—Sections of the lung re- 
vealed occasional thrombosis and pulmonary congestion. 








Fig. 2 
After withdrawal of fluid. 
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There was fragmentation of the myocardium. The 
adrenals, liver, and the kidneys revealed more than the 
usual amount of degeneration and hemorrhage. This 
was especially true of the adrenals. Sections of the 
ovarian cyst revealed it to be a pseudomucinous pa- 
pillary cystadenoma. 


DISCUSSION 


The general debility of the patient on ad- 
mission mitigated against immediate surgical 
removal of the cyst. The plan of therapy was 
three-fold: (1) forced feeding and fluids; (2) 
blood transfusion; and (3) slow decompression 
via paracentesis. It was hoped that in this 
manner the patient would be relieved of her 
symptoms and surgical removal would be 
possible. 

One does not like to carry out paracentesis, 
of course, and there can be no division of opinion 
as to the justification of simple puncture of a 
cyst except where such a procedure may be a 
major factor enabling the patient to bear a 
prospective operation for removal of the offend- 
ing organ. It is recognized that repeated punc- 
tures are responsible for hemorrhages, adhesions, 
and infections and that they accordingly darken 
the prognosis. 

Initial conservative management of gigantic 
ovarian cysts, including slow decompression via 
cyst paracentesis, has been employed success- 
fully and considered lifesaving by several au- 
thors. Gammill? removed 52 quarts of fluid from 
an enormous ovarian cyst over a period of sev- 
eral hours facilitating later surgical removal of 
the cyst. Gibson’ removed 36 quarts over a 12- 
hour period and subsequently 24 quarts with 
marked symptomatic improvement permitting 
successful removal of the cyst. Nelson* and 
Lloyd had similar experiences. 


The patient presented here had approximately 
45 quarts of fluid removed over a 3-day period 
from a large ovarian cyst with symptomatic im- 
provement. Her death occurred over 2 days 
after cessation of drainage. It was our opinion 
that the cause of her death was first, irreversible 
shock brought on by degeneration of the supra- 
renal glands as shown by the microscopic study 
of that tissue; and second, by coronary heart 
failure, of which she had the clinical appearance 
although this was not established at post mortem 
examination. 


Close observers felt that adequate precautions 
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had been taken to prevent too rapid a decrease 
of intra-abdominal pressure and that the para- 
centesis was not a factor in the death. 
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EXTRAGENITAL GRANULOMA 
VENEREUM* 


REPORT OF SIX CASES OF LIP, ORAL AND CUTANEOUS 
INVOLVEMENT WITH REVIEW OF LITERATURE 


By Cuartes B. Hanna, M.D. 
and 
H. R. Pratt-THomas, M.D. 
Charleston, South Carolina 


Cases of granuloma venereum have been re- 
ported from all the continents, but the disease 
has been most prevalent in tropical and sub- 
tropical climates. Cases have occurred in all sec- 
tions of the United States, but a majority have 
come from the Southern and Southeastern states. 
During the 10-year period, 1935-1945, there 
have been 190 cases of granuloma venereum at 
Roper Hospital, Charleston, South Carolina. Of 
those 190 cases, 187 were colored patients and 
3 were white. One hundred and thirty patients 
were females and 60 cases were male. Of these 
190 cases 49.1 per cent were within the ages 20 
to 30; 22 per cent between the ages 30 to 40; 13 
per cent between 40 and 50 years; and the re- 
mainder less than 20 or over 50 years old. The 
youngest cases in this series were 2 patients, 
each 16 years old and the oldest individual, a 
woman of 70. 

The histologic picture has become clearly de- 
fined and biopsy from the involved area usually 
reveals diagnostic features. The margin of the 
ulcerated area characteristically shows irregular 
thickening of the epidermis which at times may 
actually mimic neoplastic proliferation (Fig. 1). 
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The floor of the ulcer consists of exuberant 
granulation tissue in which there is massive 
cellular exudation consisting chiefly of plasma 
cells, leukocytes and histiocytes. The leukocytes 
may be sprinkled throughout the area but are 
more often collected into groups. The swollen 
histiocytes containing the Donovan bodies have 
a vacuolated or reticulated cytoplasm so that the 
cell frequently appears to be divided into com- 
partments (Fig. 2). The nucleus is usually dis- 
placed to one side. The Donovan bodies have 
a strong affinity for the silver salts, so that silver 
stains of tissue section show the organisms with 
great clarity (Fig. 3). With such stains they 
have a closed safety-pin appearance (Fig. 4). 





Fig. 1 
Margin of ulcer showing characteristic pseudoepithelioma- 
tous hyperplasia (hematoxylin and eosin x 35) 
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While involvement of internal organs is rare 
there are cases of direct extension of a skin 
lesion to some internal structure. Rectal stric- 
tures may be caused by encroachment on the 
anal canal! and cases have been reported where 
the lesion reached the colon.'!? Extension to the 
cervix uteri is not uncommon.’* Pund and 
Gotcher> have reported extension into the fal- 
lopian tubes and ovaries. 

While not rare, extragenital granuloma ven- 
ereum is unusual. It is most common for extra- 
genital lesions to follow or to be found in 
association with perineal or genital lesions. 
However, cases of primary extragenital lesions 
have been reported.?® Probably the most fre- 
quent extragenital lesions are those of the mouth 





Fig. 3 
Silver stains of Donovan bodies bring out the organisms 
with great clarity (Dieterle’s stain x 1200). 





Fig. 2 
Typical appearance of histiocyte containing Donovan 


ies in hematoxylin and eosin preparation. Note that 
the cytoplasm appears to be divided into compartments 
(x 1500). 


Fig. 4 
Silver stain of Pund cells showing the characteristic closed 


safety pin appearance of the Donovan bodies (Dieterle’s 
stain x 2500). 
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and lips, ? 789 10 11 12 13 14 15 16 17 18 19 20 21 22 


but cases have been reported involving the 
pharynx and larynx,? !! !2 2324 throat,!5 48 the 
cheeks,!6 2526 neck,? 1115161727 nose 18 back 
of hand and fingers,’®?° thigh,!® site of skin 
graft,?? sole of the foot,5° forehead,?® ear and 
mastoid area,”° over the thorax and the posterior 
aspect of the shoulder,?° 3! 32 and even the eye- 
lid. 

Lyford, Scott and Johnson** have described 3 


cases of polyarticular arthritis and osteomyelitis 
due to granuloma venereum. 


CASE REPORTS 


Case 1 (No. 29312).—A 44-year-old colored male was 
admitted to the hospital on May 21, 1944, with the 
chief complaint that “I’m all eaten up between the legs.” 
History revealed that 2 years before the patient noticed 
an enlargement and swelling of his inguinal nodes, par- 
ticularly on the right, which ulcerated and drained a 
serous fluid. This healed without treatment in several 
months. Three months later the swelling recurred in his 
right inguinal region, ulcerated and spread until it in- 
volved the entire perineum. Since then a thick yellowish 
exudate had oozed from the raw area. About 2 months 
before admission two granulating ulcers developed on 
the side of his face, first on the right and then on the 
left. One month later a similar ulcer appeared over his 
tight clavicle. 

Physical examination revealed a well developed, but 
very poorly nourished, emaciated, dehydrated colored 
male. His cervical and inguinal lymph nodes were 
markedly enlarged, but not tender. On each cheek was 
a small granulating discharging ulcer with slight crust- 
ing. A similar ulcer 2.5 cm. in diameter was over his 
right clavicle. His entire perineum and both inguinal 
regions were deeply ulcerated and presented a raw, red 
surface discharging a thick purulent exudate. 

Blood studies revealed a red cell count of only 2,- 
600,000 per cu. mm. with 4 grams of hemoglobin. The 
blood Wassermann was negative. Smears from the 
perineal, face and cervical regions were positive for 
Donovan bodies and biopsies from these same lesions 
showed typical granuloma venereum. 


In spite of all efforts, including 6 blood transfusions, 
the patient failed to gain weight and his hemoglobin 
never exceeded 5 grams. The ulcers on his face and 
neck were treated daily with carbolic acid followed with 
alcohol, and after 9 days the lesion over the clavicle 
was clean, but the lesions on his face improved much 
more slowly. Daily applications of 20 per cent podo- 
phyllin in olive oil were applied to the perineal ulcera- 
tions. It was felt that the patient’s general condition 
would not tolerate an active course of fuadin, so this 
was postponed. For the first two weeks after admission 
the patient ran a mild septic temperature and then be- 
came afebrile. His entire course was downhill and on 
June 28, the patient was found dead in bed. A necropsy 
was not obtained. 
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Case 2 (No. 42636).—A 38-year-old colored man en- 
tered the hospital October 2, 1945, complaining of sores 
on his lip, neck and groin. In 1942, three weeks after 
sexual intercourse, he noticed a swelling in his right 
inguinal region which he opened with a pin. This 
lesion spread and became red and elevated. Nine months 
before, he noticed a swelling on his neck which a phy- 
sician incised. Four months later a similar swelling 
appeared on the right side of his upper lip. Physical 
examination revealed a well developed, undernourished, 
asthenic colored male, weighing 112 pounds. On the 
right side of his upper lip was an exuding, crusted ulcer 
with a red granulating base and irregular edges which 
bled easily on being touched. On each side of his neck 
in the posterior triangles, was a similar ulcer each 
measuring approximately 5 cm. in length. They were 
exuding a seropurulent discharge which formed a crust. 
In his right inguinal region was a fourth ulcer 7 cm. in 
diameter with similar characteristics. The only other 
physical change was a generalized lymphadenopathy 
with excessive enlargement of the left inguinal nodes. 


Biopsies from the lesions of the neck and inguinal 
region showed the characteristic features of granuloma 
venereum. Smears for Donovan bodies were positive 
from the lip, both neck lesions and the inguinal lesions. 
Blood studies showed 9 grams of hemoglobin and white 
blood count of 7,800. 


He was given 5 c. c. of fuadin intramuscularly twice 
weekly for 5 weeks. The lesions were treated daily for 
10 days with 20 per cent podophyllin in olive oil after 
which they were treated twice daily with scarlet red 
ointment for 4 days and then with “adestrin” ointment 
twice daily. On discharge the inguinal lesion was ap- 
parently healed with the typical depigmented granuloma 
scar. The neck ulcers were clean and nearly healed. 
However, the lip lesion was still not so clean as desired. 
The patient received 2 more injections of fuadin, in the 
outpatient department, after which he was bedridden 
for 5 weeks and received no treatment. Two months 
after discharge he was readmitted with a reactivation 
of all his old ulcers, secondary infection and extension of 
the lesion of his upper lip to the lower lip (Fig. 5). He 
was given another course of fuadin, receiving a total of 
117 c. c. intramuscularly. At the end of this therapy his 
lip had nearly healed, and the inguinal ulceration had 
greatly improved. The neck lesions failed to respond 
to all therapy and on May 31, 1946, they were removed 
by complete excision. 


Case 3 (No. 45526).—A 37-year-old negro man came 
to Roper Hospital complaining of dyspnea and extensive 
granulomatous lesions in his perineal and inguinal re- 
gions. These ulcerations had begun in the inguinal areas 
6 or 7 years earlier and had gradually extended over 
perineum, thighs, lower abdomen and genitalia. He had 
received no treatment. Dyspnea and intermittent ankle 
edema had been present for 3 weeks. Epigastric pain, 
appearing when the stomach was empty and relieved by 
soda or food, had been present for 8 months. His stools 
had contained bright red blood on several occasions. 
For 4 days prior to admission he had been vomiting and 
unable to retain food or drink. 
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Physical examination showed an emaciated negro man. 
The gums were boggy and bleeding and the canine and 
first premolar teeth on the right were loose. There was 
moderate tenderness in the epigastrium. The skin over 
the inguinal areas, lower abdomen, symphysis, base of 
penis and scrotum, prepuce and perineum was ulcerated 
and presented a raw red surface oozing grayish-yellow 
exudate. 


The white blood count was 7,600 and the erythrocytic 
count 3,870,000 with 7.6 grams of hemoglobin. Biopsy 
of the penile ulcer showed typical granuloma venereum. 

Two transfusions, of 500 c. c. of whole blood, were 
given and the hemoglobin rose to 8.5 grams. He had 
several loose, dark brown, bowel movements which pos- 
sibly contained blood. Four days after admission he 
was nauseated and vomited brown material. He died on 
February 14, 1946. One 3 c. c. intramuscular injection 
of fuadin had been given him in the hospital and the 
local lesions had been treated with podophyllin in oil. 

Necropsy was performed 9 hours after death. 

There was an ovoid scab 1 cm. in diameter on the 
left side of the lower lip. The mucous membrane inside 
the lower lip had a mottled reddish-brown and yellow 
color with minute superficial ulcerations. Similar changes 
extended on to the buccal mucosa and the upper gum 
on the right where there was frank ulceration about 
the base of the canine and first premolar teeth. These 
were loose and were easily pulled from the jaw. Similar 
discoloration and ulceration extended onto the buccal 
mucosa on the left. , 

The other pertinent findings, in addition to the ex- 
tensive ulceration of the skin, were a flabby myo- 
cardium, acute pulmonary edema and chronic gastric 
and duodenal ulcers. 





Fig. 5 
Reactivation and extension of ulcers of lip and neck 
in Case 
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Histologic sections trom the mouth showed typical 
granuloma venereum. 


Case 4 (No. 45380).—A 34-year-old negro man was 
admitted to the hospital on February 4, 1946, complain- 
ing of a sore mouth that bu-nered him when he ate. 
This began in December, 1945, as a “fever blister” in 
the left angle of the mo.th and gradually spread over 
the entire surface of the upper and lower lips. 


A penile sore was first noticed in August, 1945. He 
consulted his physician and fuadin injections triweekly 
were prescribed and he received these at irregular in- 
tervals until October, 1946. He had a positive blood 
Wassermann in 1937 and received inadequate antiluetic 
therapy. 


The patient was a well developed and nourished negro 
laborer. The physical findings of note were confined 
to the oral and penile areas: The lips were swollen and 
a dirty ulcer with red base covered the entire gingival 
sides of the lips and adjacent oral mucosa (Fig. 6). The 
ulcer bled at the slightest trauma. The penis showed a 
swollen prepuce with an irregular ulcer on the glans and 
foreskin. 

The blood Wassermann and Kline were negative. A 
biopsy of the penile and lip lesions showed the character- 
istic histologic picture of granuloma venerum and silver 
stains were used conclusively to demonstrate the Don- 
ovan bodies which were numerous. 


Podophyllin in oil was applied to the lesions daily. 
He received 3 c. c. of fuadin intramuscularly on ad- 
mission and 5 c. c. every other day subsequently. After 
12 days the involved areas began to heal slowly and 
scarlet red ointment was then applied. He received 
fourteen 5 c. c. doses of fuadin and when discharged 
after 5 weeks his lip and mouth were healed and the 
penile lesion was clean and healing slowly. 


Case 5 (No. 128772).—A 32-year-old negress was ad- 
mitted to Roper Hospital on July 5, 1935, with history 





Fig. 6 
Appearance of the patient’s lips in Case 4. 
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of vaginal bleeding for about 4 months. A large friable, 
bleeding growth, arising from the cervix, filled the 
vagina. She had a hemoglobin of 60 per cent and it was 
believed that she had an inoperable carcinoma. A 
biopsy was performed and a report of pyogenic gran- 
uloma was given by the pathologist. 

On July 24 numerous pieces of tissue were removed 
from the growth and 75 mg. of radium was inserted. 
The pathological report was again pyogenic granuloma 
of the cervix. 

On April 7, 1936, she was re-admitted with a fungat- 
ing, ulcerated growth extending from the lateral aspect 
of the left mandible. This was thought to be related 
to a chronic osteomyelitis of the mandible secondarv 
to infection of the lower molar teeth. The teeth were 
extracted and the granulating mass excised. Pyogenic 
granuloma was again the diagnosis rendered by the 
pathologist. 

In December, 1946, she came to the clinic complain- 
ing of painful swelling of the lower lip. She had had 
a sore in her mouth for about 6 months which had 
spread to the lip about 2 months previously. Examina- 
tion revealed ulceration of the upper and lower gums 
with extension to the lower lip, two-thirds of which was 
involved by the granulomatous process. There was a 
similar lesion of the face situated over the angle of 
the right mandible and measuring 2 by 1.5 cm. 

Biopsy of these lesions showed typical granuloma 
venereum and review of previous biopsies revealed 
numerous Pund cells. 

She was hospitalized for treatment. 

The granuloma over the jaw responded rapidly, but 
the lip improved more slowly. 

She continued to receive fuadin biweekly in 5 c. c. 
doses. On March 3, in spite of this therapy, the lesion 
on the face had again ulcerated and the lip was not 
completely well. Therapy continued with some improve- 
ment, but by June 2 the granulomatous areas had again 
become active. The therapy is being continued and at 
the present the lesions are healed. 


Case 6 (No. 80887).—A negro man, 26 years of age, 
came to the out-patient department in May, 1934, com- 
plaining of sores in the left groin, perineum, and perianal 
region and between the buttocks. This was diagnosed 
clinically as granuloma venereum and injections of 
fuadin were begun. From that day until the present 
much of his time has been consumed receiving fuadin, 
and as of April 1947 he had received a total of 985 c. c.! 
His original lesion healed in about 14 months after he 
had received 170 c. c. of fuadin. In September 1936, he 
returned to the hospital with ulcerations of the scrotum 
and perineum, weakness, and a hemoglobin of 66 per 
cent. He was given 130 c. c. of fuadin as well as bismuth 
and potassium iodide and after 110 days the lesions 
were almost healed. He reappeared in the clinic in 
March, 1938, and because of persistence or recurrence 
of the ulcerative lesions, he received more fuadin. In 
August, 1938, there was ulceration of the left inguinal 
region, and about the anus. Rectal sphincter control 
was impaired and leakage of fecal material occurred fre- 
quently. He had episodes of colicky abdominal pain and 
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the bowels remained loose. He was found to have a 
rectal stricture and an abscess of the right buttock de- 
veloped which was incised and drained. Pund cells were 
present in the inflammatory tissue removed from the 
abscess wall. The stricture did not respond to ordinary 
measures and a colostomy was performed. He returned 
to the outpatient department and at irregular intervals 
during the ensuing years he received quantities of fuadin. 
Apparently all his lesions never completely healed. In 
March, 1947, he returned to the clinic with ulcerated 
areas in the right inguinal region and at the angle of his 
mouth on the right (Fig. 7). Biopsy of this lesion re- 
vealed typical granuloma venereum. This lip lesion had 
apparently been present for about a year. He was given 
the same course of treatment as was employed in the 
preceding cases and the granuloma is healing slowly. 


DISCUSSION 


In four of these cases the primary lesion was 
apparently in the inguinal region, while in the 
other two cases the initial lesion was on the glans 
penis and cervix uteri respectively. The incuba- 
tion period in the second case is established at 
3 weeks following sexual intercourse, but in none 
of the other cases could the time between infec- 
tion and appearance of the initial lesions be de- 
termined. 


Ulcerations of the inguinal areas or penis 
existed for a considerable length of time before 





Fig. 7 
Granuloma involving corner of mouth in Case 6. 
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any evidence of extragenital involvement became 
manifest. This varied from a matter of months 
to many years. In Case 4 the interval between 
the primary ulcer and the extragenital lesion was 
4 months, whereas in Case 3 extensive and pro- 
gressive ulcerations of the entire lower abdominal 
and perineal area had existed for at least 6 years 
before the mouth became involved. The latter 
patient did not complain of his mouth and the 
nature of the oral pathology was detected only 
at necropsy. In the first and second cases about 
2 years elapsed between the inguinal ulcers and 
those on the face and neck respectively. In the 
fifth case involvement of the face occurred ap- 
proximately 10 months after infection of the 
cervix had occurred. In Case 6 the lip became 
involved about 12 years after the primary lesion 
and following extensive fuadin therapy. 

The manner in which infection is spread to 
an extragenital location is not clear. Autoinocu- 
lation appears to be a likely method, but evi- 
dence is gradually accumulating to show that 
granuloma venereum may be a systemic as well 
as a local disease, and that the infecting organism 
is spread by lymphatic and vascular chan- 
nels.!9 34 

The possible systemic effects and seriousness 
of the disease is attested by the two deaths in 
this series, in each of which it appears to have 
been an important factor. Secondary anemia 
and weight loss are common accompaniments 
of the disease when it becomes advanced. 


SUMMARY 


Six cases of extragenital granuloma venereum 
are presented. The lips were involved in 5 of 
these patients, the cheeks and neck in another, 
and the neck, mouth and face in 3 of the afore- 
mentioned cases having lip involvement. Dur- 
ing the past 10 years there have been 190 cases 
of granuloma venereum at Roper Hospital, 
Charleston, South Carolina, of which 6 cases 
(3.1 per cent) were extragenital. 

The disease in its advanced stage may be of 
serious consequence. Evidence is accumulating 
that granuloma venereum may be a systemic as 
well as a local disease. 


The treatment of granuloma venereum with 
application of podophyllin in olive oil, followed 
by scarlet red ointment, and accompanied by 
intramuscular injections of fuadin or intravenous 
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tartar emetic have not proven specific for this 
disease. While there is usually a gratifying 
initial response to this therapy, there is a high 
percentage of recurrences, and treatment must 
be continued for a considerable period of time 
after the lesions have healed. If therapy is in- 
adequate in the early phases of the disease, an 
apparent tolerance to fuadin and tartar emetic 
is established and they become less efficacious. 
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PSEUDOXANTHOMA ELASTICUM AS 
A DISSEMINATED DISEASE* 


By SAMuEL T. R. REVELL, Jr., M.D.7 
and 
T. NELson Carey, M.D? 
Baltimore, Maryland 


Pseudoxanthoma elasticum is the name given 
to the cutaneous lesions of a systemic disease 
characterized by dystrophy of elastic tissue and 
showing a marked hereditary tendency. “Angioid 
streaks” is a term descriptive of the character- 
istic eye lesions of the disease. It is another 
predominantly dermatologic disorder which on 
occasion may show widespread systemic involve- 
ment. 


Darier’ in 1896 gave the disease the name of 
pseudoxanthoma elasticum because of the yellow 
color of the skin lesions that suggested the ap- 
pearance of xanthoma. Gronblad!? and Strand- 
berg*! in 1929 first called attention to the 
intimate association of pseudoxanthoma elasti- 
cum with angioid streaks of the retina. This par- 
ticular syndrome now bears their names. Their 
classic work stimulated new interest in the com- 
posite picture of the disease so that approxi- 
mately 150 cases have now been reported of 
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this syndrome. Several authors! 5 9 !1 15 27 28 34 35 
have suggested the probable systemic nature of 
the disease. In 1936, Urbach et alii3®3’ de- 
scribed in detail the pathological study of an 
autopsied case. The ophthalmological study of 
the same case was subsequently reported by 
Bock‘ in 1938. Prick?’ in 1938 and Hagedoorn"? 
in 1939 described in detail the systemic nature 
and the ophthalmologic aspects respectively of 
a second pathological study on an autopsied case. 
These two cases firmly established the systemic 
nature of the disease. Carlborg> in 1944 pub- 
lished a classic monograph on the frequency of 
the circulatory disturbances in this syndrome as 
measured by oscillometric, pulse wave velocity, 
and arterial elasticity studies. 


The cutaneous manifestations are character- 
ized by symmetrical, discreet, usually circum- 
scribed lesions in the larger flexor folds of the 
skin. The most frequent sites of these lesions 
are the neck, axillae, and inguinal regions. In 
more advanced cases the antecubital and pop- 
liteal fossae, abdomen, and rarely the mucous 
membranes of the mouth, vagina, and anus are 
involved. The individual lesions are flesh colored 
to orange papules which vary in size from pin- 
head to pea size joined together in a network of 
trabeculations along the natural folds of the 
skin. The skin in the involved areas becomes 
more and more inelastic, in the later stages ele- 
vated as flaccid folds, and when stretched tends 
not to resume its normal shape. Atrophy of the 
skin may be discernible in some of the late 
cases. 


Histologic study of such an area reveals a de- 
generation of the elastic tissue which may be 
focal, but in pronounced cases confluent. The 
coarse elastic network of the central and deeper 
layers of the corium shows a profound change 
with a characteristic granular degeneration. The 
individual elastic fibers show swelling and frag- 
mentation into short, thick rods, many of which 
are split and arranged in a rosary like pattern. 
A characteristic feature of the picture is the 
extreme selectiveness for the elastic tissue while 
sparing the collagenous fibers. A secondary phe- 
nomenon is the deposition of calcium in the de- 
generative elastic tissue which has been shown 
by Finnerud et alii? to be calcium phosphate. 


The ocular lesions of pseudoxanthoma elasti- 
cum may be very variable, resembling retino- 
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choroidal lesions of various origin, but the more 
common finding is the so-called angioid streaks, 
or vascular-like striae. This lesion was first 
described by Doyne’ in 1889. The color of the 
streaks shows marked variation. In order of fre- 
quency this has been recorded as brown or reddish 
brown, gray, red, white, or gray-brown. Angioid 
streaks have a serrated border which is often 
either heavily pigmented or white. They vary in 
width from several times that of the retinal veins 
to a minute line. These streaks radiate gen- 
erally from a peripapillary zone of the same 
nature and most commonly are present in two or 
more quadrants of the eye. This radiation is at 
times similar to the spokes of a wheel, but more 
frequently they are joined together in a mosaic 
pattern like the branches of a tree in winter. 
Although there are reported cases of monocular 
involvement they are the exception. Associated 
retinochoroidal disease is common, giving rise to 
frequent hemorrhages and scars. 


The pathogenesis and pathology of the ocular 
portion of this syndrome is still unsettled. Many 
theories have been advanced as to its patho- 
genesis. ® 172538 The most rational theory 
seems to be that the same degeneration of elastic 
tissue which occurs in the skin is the funda- 
mental pathology. Since the elastic tissue of the 
eye is largely confined to Bruch’s membrane, it 
was thought that the degeneration of this mem- 
brane probably gave rise to the angioid streaks 
observed clinically. In 1928 Verhoeff3* studied 
the right eye of a 54-year-old man which had 
been enucleated and in which angioid streaks 
were observed macroscopically. He found that 
the changes consisted of projections beneath the 
retina which were composed of Bruch’s layer and 
the choriocapillaries. The folds were covered 
with pigmented epithelium and there was obliter- 
ation of blood vessels and a few hemorrhages. In 
1937, Benedict? studied an eye enucleated for 
acute glaucoma from a patient in which angioid 
streaks were observed in the other eye and 
macroscopically in the enucleated eye. He was 
unable to demonstrate any histological lesions 
although elastic tissue stains were not done. 
Bock* in 1938 and Hagedoorn!’ in 1939 from 
the study of the eyes of the two autopsied cases 
demonstrated degenerative changes in the elastic 
tissue of Bruch’s membrane. Law?5 in 1938 
found similar changes to those described by 
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Verhoeff. The two completely studied cases 
support the view that the same elastic tissue de- 
generation occurs in the eye as occurs sys- 
temically and in the skin. The extremely vari- 
able picture of angioid streaks in the retina raises 
the question of multiple pathogenesis. Scholz*° 
in 1941 reviewed 139 cases of angioid streaks of 
the retina reported since 1929 when Gronblad and 
Strandberg pointed out their association with 
pseudoxanthoma elasticum, and found pseudo- 
xanthoma elasticum was present in 59 per cent 
of these patients; it was definitely absent in 13 
per cent and not mentioned in 18 per cent of the 
cases. Terry*’ in 1934 described angioid streaks 
of the retina in a case of osteitis deformans; 
there has been a total of twelve such cases since 
but in none of these was pseudoxanthoma elasti- 
cum present. 


From this data it would seem probable that 
angioid streaks of the retina are not all of sim- 
ilar origin, and in all probability some cases are 
not due to elastic tissue degeneration, thus ex- 
cluding them from the systemic pseudoxanthoma 
elasticum. 


NECROPSY EVIDENCE OF THE SYSTEMIC NATURE 
OF THIS DISEASE 


In 1884 Balzer! described a case of this disease which 
he called xanthelasma in a 49-year-old mason with 
advanced pulmonary tuberculosis. At autopsy the gross 
findings consisted of extensive pulmonary tuberculosis 
and a fatty liver; in the right auricle the endocardium 
showed a whitish yellow surface over practically its 
whole extent; on the trabeculae of the ventricles were 
several plaques of varying appearance; these were also 
noted on the pericardium. Histological examination in 
this case revealed extensive damage to the elastic tissue 
with fragmentation and granular degeneration between 
the alveoli. The heart lesions exhibited the same elastic 
tissue degeneration and thickening of the individual 
fibers as did the skin. 

In 1901 von Tannenhain39 reported a case of pseudo- 
xanthoma elasticum in a 48-year-old woman who en- 
tered the hospital in a dying condition. The only 
available data was the postmortem diagnosis: generalized 
arteriosclerosis; chronic mitral endocarditis; chronic 
myocarditis; lobar pneumonia; profuse hemorrhage into 
the gastro-intestinal tract. No histological studies were 
recorded. 

In 1933, Hubert and Nyquist?9 described a case of 
pseudoxanthoma elasticum with angioid streaks in a 
54-year-old man who was taken to another hospital 
in a comatose state. At the time of death there was no 
knowledge of the patient’s rare disease and a forensic 
autopsy revealed fatty degeneration of the liver and 
kidneys. Subsequent histological study of the available 
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sections from the lungs, spleen, kidneys, and brain failed 
to show any elastic tissue degeneration. 


In 1936, Urbach and Nekam3® described a case of 
pseudoxanthoma elasticum which was described from the 
pathological point of view in 1938 by Urbach and 
Wolfram3’ and in the same year by Bock* from the 
ophthalmological point of view. This was a 44-year- 
old man who had suffered from paraesthesias in the 
right arm and leg for about two years. During this 
same period of time he had recurring attacks of blind- 
ness that lasted for several hours. More recently he 
had suffered from attacks of vomiting combined with 
headaches. There was no history of skin or eye changes 
in any other member of the family. Examination re- 
vealed pseudoxanthomatous changes in the skin and 
soft palate as well as angioid streaks in both fundi. 
Neurological examination revealed a change in the per- 
sonality in the form of apathy and forgetfulness. Blood 
pressure was 110 mm. mercury systolic; cholesterol 310 
mg: per cent; the remaining laboratory data were within 
normal limits. Electrocardiogram was normal. X-ray 
examination of the heart revealed some widening of the 
aortic arch. A biopsy of the skin revealed degeneration 
of the elastic tissue of the corium. Five months after 
this examination the patient entered the psychiatric 
division of the hospital because of a Korsakoff-like pic- 
ture where his rare syndrome was unknown. He died 
four days later with a spastic hemiplegia on the right. 
The autopsy revealed slight cardiac enlargement with 
some dilatation of the right side of the heart. There 
were numerous atheromatous changes in the aorta and 
moderate arteriosclerotic changes in the vessels in the 
base of the brain with marked changes in the intra- 
cerebral vessels where the lumen was narrowed by 
intimal thickening and fine thrombotic coatings. Histo- 
logical examination with elastic tissue stains revealed 
the same degenerative process in the skin, the aorta, the 
brachial arteries, the cutaneous arteries, the vessels of 
the brain, Bruch’s membrane of the eye, and in the 
extra-ocular posterior ciliary arteries. 


In 1938, Prick2? described a case of pseudoxanthoma 
elasticum with angioid streaks. The eye changes in this 
same case were described in detail in 1939 by Hage- 
doorn.!7 The patient was a 48-year-old woman. There 
was no history of a similar disease in the family. For 
the preceding few years she had suffered from increasing 
dyspnea on exertion. Three years previously she suf- 
fered a cerebral accident. A few days before entering 
the hospital she developed weakness in the left arm and 
leg and difficulty in speaking. Examination revealed 
extensive pseudoxanthoma elasticum and angioid streaks 
in the retinae. The heart was enlarged to the left with 
a faint systolic murmur over the entire precordium. 
The second aortic sound was accentuated. The pulse was 
tense and equal in both radial arteries. The blood pres- 
sure was 210/100. The lungs and abdomen were normal. 
Neurological examination revealed a pons lesion. The 
Wassermann was negative; the nonprotein nitrogen was 
normal. During her course in the hospital she de- 
veloped gastric, intestinal, and uterine hemorrhages, as 
well as bronchopneumonia. She died after an illness of 
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several days. Autopsy revealed cardiac hypertrophy, the 
heart weighing 420 grams; the mitral valves presented 
a thickened edge with some yellow-white patches. There 
was loss of elasticity of the aorta and thickening of 
the intima. In the jejunum, ileum, and to a lesser extent 
in the colon, there were many areas in which the vessels 
were extremely tortuous and thickened causing an im- 
pression in the lumen of the intestinal tract. The vessels 
of the brain showed arteriosclerotic changes. There was 
fatty degeneration of the liver. Histological examina- 
tion by means of elastic tissue stains revealed elastic 
tissue degeneration of the coronary, renal, pancreatic, 
uterine, cutaneous, and mesenteric arteries, the central 
veins of the liver, the hepatic veins, the trabeculae of 
the spleen, and Bruch’s membrane of the eyes. 


Law25 in 1938 described a case in a 17-year-old boy 
whose sister had ‘angioid streaks of the retina and who 
was said to have had some thickening of the skin. Four 
months previously the patient had suffered abdominal 
pain, nausea, and hematemesis, which was diagnosed as 
hookworm disease. Some months before he had received 
an injury to the right eye with resulting subhyaloid 
hemorrhage. Ophthalmological examination revealed 
angioid streaks. “There was a note to the effect that he 
also showed some thickening of the skin of the neck.” 
Four months later he again suffered severe hematemesis 
and a jejunostomy was performed. The stomach at 
operation showed “evidence of recent hemorrhages with 
many dilated vessels in the submucosa. There was an 
acute gastric ulcer, the area of erosion showing almost 
complete absence of reaction.” Postoperatively he de- 
veloped a femoral thrombosis. One month after the 
initial operation hematemesis recurred. A second opera- 
tion revealed petechiae in the stomach but no ulceration; 
a partial gastrectomy was performed. Death occurred 
three days later. The report contained only the. sum- 
mary of postmortem notes: “Leak on the anterior aspect 
of the proximal gastro-jejunal junction, general peri- 
tonitis, left fibrinous pleurisy, aplasia of marrow of 
right femur with lack of erythroblastic reaction.” Study 
of the eyes from this case revealed a plication of the 
retina with separation occurring between the layer of 
rods and cones, and the pigment epithelium. There was 
no evidence of elastic tissue degeneration of Bruch’s 
membrane. No other data were given in the protocol. 


In 1940 Kat and Prick?3 described a case of pseudo- 
xanthoma elasticum with angioid streaks in a twenty- 
six-year-old woman. Her father and her sister had the 
same skin disease in a slight degree; two brothers had 
eye changes that were suspected of being angioid streaks 
of the retina. She had Basedow’s disease. Examination 
of the surgically removed thyroid revealed elastic tissue 
degeneration characteristically seen in pseudoxanthoma 
elasticum. 


Carlborg5 in 1944 cited the instance of a brother of 
his Case 9 who had been examined in 1923 and found 
to have pseudoxanthoma elasticum of the neck, axillae, 
and around the umbilicus. Both fundi showed angioid 
streaks. He died quite suddenly in 1941 with marked 
hematemesis. Autopsy was performed without previous 
knowledge of his skin and eye disease. The anatomical 
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diagnosis was: pulmonary tuberculosis, cirrhosis of the 
liver with esophageal varices.. No elastic tissue stains 
were done. 


CLINICAL EVIDENCE OF DISSEMINATION 


In spite of the fact that the bulk of the litera- 
ture on this subject has dealt simply with the 
skin and eye manifestations of this disease, there 
have occurred historical and objective findings 
suggestive of widespread involvement of the 
vascular tree. 

In order of instance these systemic signs and 
symptoms consisted of: hypertension; inequality 
and changes in the pulse; intermittent claudica- 
tion or angina; x-ray evidence of calcification of 
peripheral vessels; abnormal bleeding into the 
gastro-intestinal tract, uterus, bladder, and brain; 
psychic disturbances; epilepsy. The instance of 
thyrotoxicosis and diabetes mellitus appears to 
be greater than would normally occur in a 
comparable number of cases selected at random. 


Carlborg>’ in 1944 studied 15 cases of this 
disease with the combined skin and eye mani- 
festations with particular concentration on the 
vascular tree. In 14 of the 15 cases studied there 
were changes present in the peripheral circula- 
tion demonstrable either by low oscillometric 
curves, x-ray evidence of calcification of vessels, 
intermittent claudication, or all three. Eight of 
these fifteen cases had relatives with pseudo- 
xanthoma elasticum and angioid streaks. Two 
had relatives with pseudoxanthoma elasticum 
alone; one had a relative with angioid streaks 
alone, making a total of eleven of the fifteen 
cases with a positive heredity for all or a part 
of this syndrome. 

The disease has been described from all parts 
of the world, the greatest reported instance oc- 
curring in Germany, the United States, the 
Scandinavian countries, and Great Britain, but 
cases have also been reported from Turkey, 
France, Japan, South America, and the Hawaiian 
Islands. The sex distribution is about equal. 
Cases have been reported from the first through 
the eighth decade of life with a sharp rise after 
the age of twenty reaching its maximum peak in 
the fifth decade and again rapidly falling. In 
approximately 50 per cent of recorded cases there 
is a history of either pseudoxanthoma elasticum 
or angioid streaks or both in other members of 
the family. It is considered to be a recessive and 
irregularly dominant Mendelian trait. 
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CASE REPORTS 


Case 1—A. S., a 27-year-old married white man of 
Italian abstraction, was admitted to the University Hos- 
pital, March 21, 1938, because of failing vision in the 
left eye for one year. No member of his family had 
any disease of the eyes or skin. As a youth he had suf- 
fered a great deal with swollen neck glands and he had 
been sickly as a child but had had no serious illnesses. 
He had been rejected for life insurance because of 
“something in his urine.” He had been struck in his 
left eye 9 years previously. About one year previously 
the patient first noticed that street lights appeared double 
and that when his hand was placed over his right eye 
the image was blurred. He had noticed looseness of his 
skin for many years. There was occasional palpitation 
of the heart. He suffered occasionally from nausea and 
vomiting associated with excessive alcoholic intake. 
Eructation following meals was common. Bs 

Upon physical examination, the skin of the neck was 
loose and thick and thrown into transverse folds (Fig. 
1). When stretched it was found to be very loose: and 
apparently infiltrated with yellowish material arranged 
in irregular masses. Some of these tended to have a 
linear distribution parallel to the folds of the skin. In 
a few areas there was a nodular consistency. The 
yellow areas were separated by a red color beneath the 
superficial layers of skin arranged in branching lines 
which were not obliterated by pressure. The skin of 
the axillae had much the same appearance but the red 
branching lines were much less evident (Fig. 2). The 
lower abdomen and groins were similarly involved as 





Fig. 1 
Neck of Case 1, showing the transverse folds and thicken- 
ing of the skin as well as the papular lesions. 
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well as the area around the umbilicus. The skin of the 
perineum was loose and folded. Over the lower abdomen 
and inguinal regions the skin could be lifted at least 
five inches from the underlying fascia and there was 
marked loss of elasticity (Fig. 3). 


The pupils of the eyes were equal and reacted to light 
and accommodation. Vision in the right eye was 
20/40—2; in the left eye 8/100. The optic discs were 
normal. The right fundus showed a pinkish gray color 
and many branching gray lines of variable width reach- 
ing about to the equator. Some of these lines were 
bordered by a whitish yellow zone; in other areas the 
white streaks were present without the gray. Near the 
macula there was an irregular collection of whitish 
yellow material branching out into the light streaks and 
having the appearance of connective tissue. The left 
disc was surrounded by a grayish ring. The general 
appearance of the left fundus was similar to that of 
the right. One disc diameter distance temporally and 
below the disc, there was an area of fresh hemorrhage 
(Fig. 4). 


The tonsils were large and chronically infected. The 
lung fields were clear. The heart was normal in size 
on percussion. The heart sounds were clear and regular, 
zand no murmurs were heard. The blood pressure was 
120/75. The peripheral vessels were soft and pre- 
:sented no abnormality. The remainder of the examina- 
ttion was within normal limits. 


Teleoroentgenogram showed the heart and great ves- 
sels normal; the lung fields clear. Roentgen examination 
of the sinuses showed considerable haziness of the left 





Fig. 2 
Axilla of Case 1, showing a characteristic loss of elasticity. 
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frontal and slight haziness of the right frontal. The 


bones of the skull were normal. 


Laboratory Data.—Serological test for syphilis was 
negative. Hemoglobin was 14.2 grams; red blood cells 





Fig. 3 
Case 1, showing the extreme loss of elasticity of the skin 
of the inguinal regions. 





Fig. 4 
A drawing of the left fundus of Case 1, showing in 
addition to the angioid streaks an area of fresh hem- 
orrhage as well as scarring of old retinochoroidal disease. 
We are indebted to Miss A. S. Burgess, Medical Artist 
for the Wilmer Clinic Johns Hopkins Hospital for this 
drawing. 
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4,910,000; white cells 7,100; differential normal. Urin- 
alysis was normal; specific gravity 1.028; sugar nega- 
tive; albumin on one occasion a faint trace; two other 
examinations were negative. Microscopic examination 
was negative. Phenolsulfonphthalein excretion was 90 
per cent in 2 hours. Blood chemistry: nonprotein 
nitrogen was 40 mg. per cent; sugar 93 mg. per cent; 
cholesterol 108; blood calcium 10.3 mz. per cent; and 
phosphorus 3.1 mg. per cent. The glucose tolerance test 
was normal. Intradermal tuberculin test was positive. 

Biopsy of the skin from the inguinal region revealed 
disruption of the pattern of the elastic tissue in the 
corium which consisted of fragmentation, swelling of 
the elastic fibers, and granular degeneration (Fig. 5). 
Histological examination of the surgically removed tonsils 
revealed chronic tonsillitis. Elastic tissue stains re- 
vealed the same degeneration of elastic fibers in the 
peritonsillar adventitious tissue as was seen in the skin 
(Fig. 6 and 7). 


Case 2.—C. T., a 29-year-old white man, was ad- 
mitted to University Hospital March 6, 1945, because 
of massive bleeding into the gastro-intestinal tract. No 
member of the patient’s family was known to have a 
similar disease. At the age of 14 years he had hema- 
temesis and tarry stools and was told he had a peptic 
ulcer which was treated by bed rest and diet. He re- 
covered in approximately one month and had no gastro- 
intestinal symptoms until the onset of the present 
illness. Four days prior to admission the patient vomited 


REVELL AND CAREY: PSEUDOXANTHOMA ELASTICUM 


787 


between one-half to one pint of black liquid. Following 
this he felt extremely weak and thirsty. Twenty-four 
hours later he again had hematemesis and passed a 
tarry stool. The day before admission he had two 
hematemeses. Thirst was extreme and the patient grad- 
ually became semi-stuporous. There was no history of 
indigestion, heartburn, nausea, or vomiting. The re- 
mainder of the history was irrelevant. 

Upon physical examination the patient was extremely 
pale, sluggish mentally, and apparently in extremis. 
There was extreme pallor of the conjunctivae, the pupils 
were equal and reacted to light and accommodation; 
both fundi were pale; the optic discs were normal; there 
were angioid streaks in both fundi. The skin of the 
neck, the axillae and inguinal regions revealed rather 
typical changes of pseudoxanthoma elasticum. There 
was no yellow discoloration of the individual lesions. 
The cardiac outline was normal to percussion. The heart 
sounds were regular and rapid. No murmurs were heard. 
The blood pressure was 80/60. The lungs were clear- 
Respirations were irregular and of a modified Cheyne- 
Stokes type. The remainder of the examination was 
normal. 


Laboratory Data——Hemoglobin was 2.9 grams; white 
cell count 6,800 with differential normal, and hem- 
atocrit 13 per cent. Urinalysis was normal; specific 
gravity 1.025; acid; albumin negative; sugar negative; 
microscopic negative. The stool was black and gave a 
four plus. Guiac test for blood: STS negative. Urea 





Fig. 5 
Photomicrograph of skin of the right inguinal region of 


Case 1, showing fragmentation, swelling and granu 
degeneration of the elastic tissue fibers (Verhoeff stain). 


Fig. 6 
Low-power photomicrograph of a section of tonsil from 
Case 1, showing elastic tissue degeneration in the peri- 
tonsillar adventitious tissue (Verhoeff stain). 
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nitrogen was 28 mg. per cent; sugar 74 mg. per cent. 
Teleoroentgenogram showed the heart and great vessels 
normal. The lung fields were clear. X-ray examination 
of the gastro-intestinal tract revealed a normal esophagus 
and stomach. There was a deformity of the duodenum 
adjacent to the apex of the cap. No ulcer crater was 
demonstrable. Barium enema was normal. 

The patient received a total of six pints of blood 
during his stay in the hospital and was discharged March 
31, 1945, on an ulcer regime. 

Second admission to the University Hospital occurred 
October 14, 1945. In the six months following his dis- 
charge from the hospital the patient had been asympto- 
matic on his modified diet and had been able to perform 
hard manual labor. Late in the afternoon of the day 
before admission he felt weak and this progressed 
during the next 24 hours, at which time he had a 
massive hematemesis estimated at a quart. Following 
this there was a profuse sweat and extreme weakness. 

Physical examination was essentially the same as at 
the time of his first admission six months previously. He 
was again transfused receiving a total of 4 pints of blood, 
and left the hospital against advice after one week. 

Third admission was December 17, 1946, Veterans 
Hospital, Fort Howard, Maryland. For 14 months 
following his last bout of gastro-intestinal bleeding he 
had done well without diet or medication and had been 
asymptomatic except for slight eructation after meals. 





Fig. 7 
High-power photomicrograph of adventitious tissue from 
the tonsil showing more-clearly the degeneration of the 
tissue (Verhoeff stain). 


SOUTHERN MEDICAL JOURNAL 





September 1948 


Sixty hours prior to admission he tasted blood but did 
not vomit. Twenty-four hours later he passed a large 
tarry stool and three similar ones between then and 
the time of admission. There was no hematemesis with 
this attack but marked weakness and sweating. 

Physical examination revealed the skin lesions and 
the eye lesions to be essentially the same as previously 
noted. A faint systolic murmur was audible in the left 
third interspace, and the radial pulse was of poor volume 
bilaterally but more noticeable on the left. The dorsalis 
pedis was barely perceptible on the left while the right 
dorsalis pedis and both posterior tibial arteries presented 
moderate reduction in the force of the pulse. The blood 
pressure on the right arm was 114/64 and on the left 
122/54. 

Profound secondary anemia was again present. Platelet 
count, bleeding and clotting time were within normal 
limits. Prothrombin time was normal. Urea nitrogen, 
sugar, calcium, phosphorus, alkaline and acid phospha- 
tase were all within normal limits; cholesterol 158 mg. 
per cent. Gastric analysis revealed normal free hydro- 
chloric acid. Teleoroentgenogram showed heart and 
great vessels normal. The lung fields were clear. X-ray 
examination of the skull was normal. X-ray examina- 
tion of the legs revealed minimal but definite calcifica- 
tion of the vessels. Gastro-intestinal series 4 days after 
admission revealed no lesions in the esophagus, stomach, 
or duodenum. 


Biopsy of the skin of the left axilla revealed degenera- 


~ ts 
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Fig. 8 
Photomicrograph of the skin from. the left. axilla. of 
Case .2, showing a classical picture of elastic tissue de- 
generation by means of Verhoeff stain. 
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tion of elastic tissue characteristically seen in pseudo- 
xanthoma elasticum (Fig. 8). 

With bed rest and transfusions the patient again spon- 
taneously stopped bleeding and was discharged Febru- 
ary 4, 1947. 


Case 3—Miss E. W. was 27 years old in 1934 when 
she was reporied as a case of pseudoxanthoma elasticum 
with angioid streaks by Jacoby.?2! This patient was 
subsequently observed by one of us (T. N. C.) in 1935, 
at which time in addition to pseudoxanthoma elasticum 
and angioid streaks she had developed an extremely 
severe hypertension, the blood pressure being 260/150. 
The pulse in the radial and dorsalis pedis arteries was 
not perceptible. At this time she had almost complete 
absence of subcutaneous fat over the upper part of the 
body. In the midsummer of 1935 she had a profuse 
hemorrhage into the gastrointestinal tract. Following 
recovery from this a gastrointestinal x-ray revealed a 
questionable defect in the duodenum. When last heard 
from in January 1939 the patient was alive and able 
to work as a stenographer. 


SUMMARY 


(1) Two cases of pseudoxanthoma with 
angioid streaks are reported. The first case 
showed elastic tissue degeneration in the peri- 
tonsillar adventitious tissue as well as in the 
skin. The second case, in addition to typical 
changes in the skin and eyes, had suffered four 
episodes of massive hemorrhages into the gastro- 
intestinal tract without demonstrable cause. It is 
suggested that this gastro-intestinal bleeding re- 
sulted from systemic pseudoxanthoma elasticum. 
In a period of 20 months the patient had shown 
definite changes in his peripheral pulse as well 
as calcification of the leg vessels at the age of 
31. The third case had been previously reported 
in 1934, but subsequently developed severe hy- 
pertension, absence of peripheral pulse and 
massive bleeding into the gastro-intestinal tract. 

(2) The literature dealing with autopsy evi- 
dence of the dissemination of this disease is 
briefly reviewed. 

(3) Attention is called to the frequent signs 
and symptoms of widespread vascular damage in 
patients with pseudoxanthomatous changes in the 
skin. The increased instance of diabetes mellitus 
and thyrotoxicosis in this group of patients is 
pointed out. 


BIBLIOGRAPHY 


1. Balzer, F.: Recherches sur les Caracteres Anatomiques du 
Xanthelasma. Archives des Physiologie, 16 iv:65, 1884. Cited 
by Carlborg.5 

2. Benedict, W. L.: The Pathology of Angioid Streaks in the 
Fundus Oculi. J.A.M.A., 109:473, 1937. 


REVELL AND CAREY: PSEUDOXANTHOMA ELASTICUM 


24, 
25. 
26. 


28. 


29. 


30. 
31. 
32. 


33. 
34, 


. Bock, J.: 


i a 


. Hass, 
1939. 


3 Holloway, 


. Jones, Juz 


789 


Blobner, F.: Pigmentstreifenerkrankung. 
Elasticum and Epilepsie bei zwei Brudern. 
f. Augenh., 95:12, 1935. 

Zur Klinik und Anatomie d. Gefassahnlichen 
im Augenhintergrund. Ztschr. f. Augenh., 95:1, 


Pseudoxanthoma 
Klin. Monatsbl. 


Streifen 
1938. 
Carlborg, U.: Studies of Circulatory Disturbances, Pulse Wave 
Velocity and Pressure Pulses in Larger Arteries in Cases of 
Pseudoxanthoma Elasticum and Angioid Streaks. Acta Med. 
Scandinav., supp., 151:1-209, 1944. 

Clay, G.: Angioid Streaks of the Retina and Pseudoxanthoma 
Elasticum. Arch. Ophth., 8:334, 1932 


. Darier, J.: Pseudoxanthoma Elasticum. Monatshefte f. Pract. 


Dermatol., 23:609, 1896. Cited by Carlborg.® 

Ebert, R. H.: Angioid Streaks and Pseudoxanthoma Elasticum. 
Arch. Dermat. & Syph., 48:75 (July) 1943. 

Finnerud, C. W.; Nomland, R.: Pseudoxanthoma Elasticum, 
Proof of Calcification of Elastic Tissue: Occurrence With and 


Without Angioid Streaks of the Retina. Arch. Dermat. & 
Syph., 35:653, 1937. 

Foerster, O. H.: Pseudoxanthoma Elasticum and Associated 
Purpura with Angioid Streaks. Arch. Dermat. & Syph., 
30:280, 1934. 

Franceschetti, A.: Roulet, E. L.: Le Syndrome de Groenblad 


et Strandberg (Stries Angioides de la Retine et Pseudo- 
xanthome Elastique) et ses Rapports Avec les Affections du 
Mesenchyme. Arch. d’ophth., 53:401, 


. Gronblad, E.: Angioid Streaks—Pseudoxanthoma Elasticum, 


Vorlaufige Mitteilung. Acta Ophth., 7:329, 1929 

Gronblad, E.: ‘‘Angioid Streaks” —Pseudoxanthoma Elasticum; 
Augen und Haut Veraenderungen. Acta Ophth., 10:suppl. ‘a 
1932. 

Gronblad, E.: and Carlborg, U.: 
—en Karlsiukdam. Nord. Med., 
Carlborg. 

Gronblad, E.: Pseudoxanthoma Elasticum, a Systemic Disease 
of Elastic Tissue. Nord. Med. (Hygiea), 11:2435-2437 (Aug. 
23) 1941. 

Gronblad, E.: and Carlborg, U.: 
en Karlsjukdam. Nord. Med., 
Carlborg.® 
Hagedoorn, A.: 
935, 1939. 

G. M.: 


Pseudoxanthoma Elasticum 
5:579, 1940. Cited by 


Pseudoxanthoma Elasticum— 
5:579, 1940. Cited by 


Arch. Ophth., 21:745 and 
Arch. Path., 


T. B.: Angioid Streaks. A Report Concerning Two 
Cases. Tr. Am. Ophth. Soc., 25:173, 1927. 

Hubert, K.: and Nyquist, B.: Det Gronblad-Strandbergske 
Syndrom: Striae Angioideae Fundi Oculi—Pseudoxanthoma 
Elast. Cutis. Norsk Mag. & Laegevidensk, 99:201, 1938. 
Cited by Carlborg.® 

Jacoby, M. W.: Pseudoxanthoma Elasticum and Angioid 
Streaks. Arch. Ophth., 11:828-831, 1934. 

Alden, H.: and Bishop, E.: Pseudoxanthoma 
Elast. Report of Five Cases Illustrating Its Association with 
Angioid Streaks of the Retina. Arch. Dermat. & Syph., 
27:424, 1933. 

Kat, W.; and Prick, J. J. G.: A Case of Pseudoxanthoma 
Elasticum with Anatomo- Pathological Irregularities of the 
Thyroid Arteries. Psychiatr. Bl. (Amsterdam), 44:417, 1940. 
Cited by Carlborg.5 

Lambert, R. K.: Paget’s Disease with Angioid Streaks of 
the Retina. Arch. Ophth., 22:106, 1939. 

Law, F. W.: A Contribution to the Ange ya of Angioid 
Streaks. Tr. Ophth. Soc. U. Kingdom, 58:1:9, 

Marchionini, A.; and Turgut, Kemal: Uber So 
Elast. Hereditarium. Dermat. Wchnschr., 114:145, 1942. 
Cited by Carlborg.® 

Prick, J. J. G.: Pontine Pseudobulbarparalyse B., Pseudo- 
xanth. Elast. Eine Klinische Anatomische Studie. Doctoral 
Treatise, Maastricht, 1938. Cited by Carlborg.® 
Sandbacka-Holmstrom, I.: Das Gronblad-Strandbergsche Syn- 
drom. Pseudoxanth. Elast., Angioid Streaks, Gefaessver>onder- 


Angioid Streaks. 


Elastic Tissue. 27 :334, 583, 


ungen. Acta Dermat.-Venereol., 20:684, 1939. (Detail 
literature). 
Scheie, H. G.; and Freeman, N. E.: Pseudoxanthoma Elasti- 


cum, Associated with Vascular Disease and Angioid Streaks 
of the Retina. Arch. Ophth., 35:241-250 (Mar.) 1946. 
Scholz, Roy O.: Angioid Streaks. Arch. Ophth., 26:677, 
1941. 

Strandberg, J.: Pseudoxanthoma Elast. Zentralbl. f. Haut U. 
Geschlechtskrankh., 31: 689, 1929. Cited by Carlborg.® 
Sugg, E.; and Stetson, D.: Pseudoxanth. Elest. Ascoviated 
with Angioid Streaks of the Retina and Diab. Mell. in Sisters. 
J.A.M.A., 102:1369, 1934. 

Terry, T. L.: Angioid oo with Osteitis Deformans. Tr. 
Am. Ophth. Soc., 32:555, 

Tilden, I. L.; and pradevg H. L., Jr.: Pseudoxanthoma 
Elasticum with Angioid Streaks of Retina; Review, and His- 





790 


tologic Study of a Case. Proc. Staff Meet. Clinic., Hon- 
olulu, 11:1-8 (Jan.) 1945. 

35. Touraine, A.: L’elastorrhexie 
49:361, 1941. 

36. Urbach, E.; and Nekam, L., Jr.: Zur Pathogenese der Groen- 
blad-Strandbergschen Syndroms. (Pseudoxanthoma Elasticum 
and Angioid Streaks). Klin. Wchnschr., 15:857, 1936. 

37. Urbach, E.; and Wolfram, S.: Ueber Veraenderungen des 
Elast. Gewebes Bei Einem Autoptisch Untersuchten Falle 
von Groenblad-Strandbergschen Syndrome. Arch. f. Dermat. u. 
Syph., 176:167, 1938. 

38. Verhoeff, F. H.: The Nature and Pathogenesis of Angioid 
Streaks in the Ocular Fundus. Tr. Sect. Ophth., A.M.A., 


Systematisse. Presse Med., 


p. 243, 1928. 
39. Von Tannenhain, E. G.: Zur Kentnis d. Pseudoxanth. Elast. 
(Darier). Wien. Klin. Wchnschr., 14:1038, 1901. 





REMOVAL OF ORBITAL TUMOR 
THROUGH INFERIOR ROUTE WITH 
KUHNT-SZYMANOWSKI REPAIR 
OF ECTROPION* 


By Aston CALLAHAN, M.D.* 
Birmingham, Alabama 


For the removal of tumors, the orbit is 
most frequently approached through the lateral 
orbital wall in the manner of the Kronlein re- 
section.! Recent publications indicate that in 
some instances bony resection is not required, 
and adequate exposure has been achieved by 
dividing the lateral canthal ligament and rotat- 
ing the globe medially.2 To avoid cutting the 
branches of the facial nerve to the orbicularis 
muscle, some surgeons prefer Shugrue’s opera- 
tion of turning down a large scalp flap from the 
temporal area.2 When a tumor is in the narrow 
space between the globe and the medial orbital 
wall, or has extended from the cranium, the 
neurosurgical transcranial approach to unroof 
the orbit is indicated.* 

Rarely, the mass can be palpated over the in- 
fra-orbital rim. Such tumors are best removed 
through an incision over the infra-orbital rim, 
avoiding the lateral canthal ligament, the infra- 
orbital nerve and vessels, and the origin of 
the inferior oblique. 

A woman, aged 68, said that in childhood her left 
eye occasionally protruded and then resumed its original 
position. In 1920 proptosis slowly continued without 
regression. About 1930 the eye became constantly un- 
comfortable, and a discharge began to form quite often. 
During the first part of 1946, the vision began to 
diminish and the motions of the left eye lagged behind 
those of the right. In December 1946 the discomfort 





*Received for publication June 21, 1948, from the Thigpen- 
Cater Eye Hospital. 


tProfessor of Ophthalmology, Medical College of Alabama. 


SOUTHERN MEDICAL JOURNAL 





September 1948 


changed to severe pain, the eye became very red, the 
discharge profuse, the vision of the left eye was lost. 
She requested an enucleation. 

At our first examination in January 1947, the patient 
said that she was unable to see light held directly 
before the left eye. The right eye was normal, but the 
left was markedly proptosed (Fig. 1). The upper lid 
could not meet the lower over the eye, and the lower 
lid had developed marked ectropion. Chronic conjunc- 
tivitis was severe. The position of the left cornea 
measured 10 mm. anterior to the right with the Luedde 
exophthalmometer. There was no light perception or 
light projection, but the iris reflex to light, both direct 
and consensual, was normal. The optic nerve head 
showed no pallor and the fundus was normal. Deep 
palpation between the eye and the infra-orbital rim 
revealed a firm mass. 

The patient’s general condition was not good. The 
blood pressure was 180.88. The heart was enlarged to 
the left and extrasystoles occasionally occurred. Orbital 
radiographs showed no abnormalities. Routine labora- 
tory studies were normal. The neurosurgical consultant 
expressed the opinion that the orbital mass did not 
extend from the cranial cavity. 


On January 10, 1947, under sodium “pentothal” and 
intratracheal cyclopropane and oxygen anesthesia, an 
incision was made across the lateral half of the left 
lower lid (Fig. 2). The orbital septum was divided be- 
neath the incision. Structures avoided were (1) lateral 
canthal ligament, (2) infra-orbital nerve and vessels, 
(3) origin of inferior oblique muscle. The tumor was 
below and behind the eye. The tumor was removed by 
finger dissection without injury of the ocular muscles 
(Fig. 3) and measured approximately 3 cm. in diameter. 
Moderate bleeding occurred and was controlled by 
pressure. The eye returned to its normal position. The 





Fig. 1 
Left exophthalmos, twenty years’ duration. Patient stated 
no light perception or projection with left eye. 
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Fig. 2 
Incision across lateral half of lower lid avoids lateral canthal ligament, infraorbital nerve and vessels, and origin of inferior 
oblique muscle. 


Fig. 3 
Removal of tumor with finger dissection. 
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orbital septum was closed (chromic catgut 4-0 suture). tion. The patient was dismissed from the hospital on 
No drain was used. The skin was reunited (braided the eighth postoperative day and was seen at weekly 
silk 4-0 suture). The clinical appearance was of heman- intervals. The position of the eye remained normal. 
gioma, and this was confirmed by microscopic examina- However, the ectropion did not improve (Fig. 4). 


Fig. 4 


Ectropion remaining five months after removal of tumor. Fig. 6 


Appearance nine months after removal of orbital tumor, and 
four months after ectropion repair. Vision in left eye 20/40. 


Fig. 5 
The lower lid. Kuhnt-Szymanowski correction of ectropion. 
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In June 1947, she was readmitted for surgical cor- 
rection of the ectropion. A Kuhnt-Szymanowski pro- 
cedure was performed (Fig. 5). The lower lid was 
separated into an anterior lamina of skin and orbicularis 
muscle, and a posterior lamina of tarsus and con- 
junctiva. A triangular section of the central area of 
the posterior lamina were removed, and the first suture 
was placed through the margin. The other sutures unit- 
ing the posterior lamina are tied with the knots facing 
the globe. A triangle of skin and orbicularis was re- 
moved above and lateral to the external canthal liga- 
ment. The lateral extremity of the lid was advanced to 
the outer upper corner of the triangle. Other interrupted 
sutures joined these edges. The defect appeared under- 
corrected at the first postoperative dressing five days 
later. However, as healing continued, the appearance 
improved, and when last observed in June 1948, a year 
after the final operation, the left eye and lids were in 
normal position (Fig. 6). 
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PEDIATRICS* 


CHANGING CONCEPTS AND RESPONSIBILITIES 
IN PRACTICE 


By Warren W. Qurtiian, M.D. 
Coral Gables, Florida 


History reveals that any post-war era is 
necessarily a period of adjustment to new 
problems. Let us consider some of the questions 
which are of vital importance to us in the prac- 
tice of pediatrics. It is our plan in this discussion 
to emphasize the purpose and functions of our 
profession, mention some changes and trends that 
are developing; and to suggest certain ways in 
which we can more adequately measure up to 
our broad responsibilities. 

Pediatric service includes much more than the 
correction of remediable defects and the applica- 
tion of measures designed for the prevention of 
infection. The successful pediatrician must have 
a broad perspective, and the ability to evaluate 
properly the various changes in practice that are 
inevitable. As long ago as 1933, Davison! 





*Read in Section on Pediatrics, Southern Medical Association, 
Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947. 
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pointed out that pediatrics has five overlapping 
functions: 


“(1) The care of the newly born, with recognition of 
jaundice, bleeding, and congenital defects; (2) feeding 
and diet regulation, nutrition, periodic examinations, the 
training of infants and children in health habits; (3) 
immunization against diphtheria, smallpox, etc., as well 
as the prophylaxis of scurvy, rickets, pellagra and 
tetany; (4) the recognition of ill children, and (5) the 
diagnosis, prognosis and treatment of children’s diseases, 
especially during their early and curable stages.” 


Coincident with progress and knowledge, it 
has become necessary to expand this excellent 
definition of function. In the past, the scope of 
pediatric service included principally the cor- 
rection of recognized defects, prevention of in- 
fection and the treatment of disease. Today, 
emphasis upon the appraisal of proper growth 
and development makes it necessary for the 
pediatrician to occupy a great deal of his time 
in supervision of the well child. Analysis of 
1,000 consecutive office case records during 1946 
was done in an effort to determine for what 
reason parents are now seeking help from the 
pediatrician. This cross-section from practice in 
an urban community, with a population of 
350,000 people, reveals a significant trend toward © 
prevention, with early recognition and treatment 
of conditions which generally occur during 
growth and development of the very young 
child; and it emphasizes the need for better 
preventive measures in pediatrics. 


Among the recent changes, of which the 
pediatrician must be aware, is an increasing 
public interest in the improvement of child 
health. The late Franklin Delano Roosevelt 
listed among the 


“certain rights which ought to be assured to every 
American citizen, the right to adequate medical care 
and the opportunity to achieve and enjoy good health.” 








CLASSIFICATION OF 1,000 CONSECUTIVE CASE RECORDS, 
OFFICE PRACTICE 

















Number Per Cent 
Newborn 81 8.1 
Well child conferences 325 32.5 
Immunization 104 10.4 
Sick children 475 47.5 
Consultation diagnosis (probl cases) 15 1.5 











Table 1 
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Since the war, many organizations outside the 
ranks of practicing physicians have been quoting 
statistics and have made a variety of recommen- 
dations relative to the regulation of medical 
practice. It is apparent, at least to the physician 
himself, that better medical care for more chil- 
dren involves a modification of existing programs 
for medical education and improved facilities for 
child care. Therefore, the logical and intelligent 
method of determining constructively where a 
need for change or improvement exists would 
seem to be an attempt to provide accurate in- 
formation concerning the present status of 
facilities for child health in this country. A 
magnificent effort to do this was begun in 1944, 
when the American Academy of Pediatrics un- 
dertook a nation-wide survey, which included 
four major fields of investigation: (1) general 
health services; (2) qualification, distribution 
and activities of professional personnel; (3) hos- 
pital facilities; and (4) pediatric education. 
Although, at the beginning, members of the 
Academy had little idea of the magnitude of the 
task, interest and enthusiasm for the study have 
increased as the facts have been revealed, despite 
difficulties which at times have seemed to be 
insurmountable. Information is being gathered 
which shows the amount, distribution and char- 
acter of community health services for children. 
The study of pediatric education, now under 
way, should give an interesting picture of the 
training facilities at present available for those 
physicians who desire to equip themselves for the 
practice of pediatrics. The responsibility of 
translating this fact-finding study into an action 
program is tremendous, the eventual goal being 
better and more evenly distributed health 
services for children. 

As far back as 1928, Bass? observed thit over 
20 per cent of the practice of one hundred and 
fifty physicians in general practice dealt with 
children. A preliminary draft of the “Study of 
Child Health Service in North Carolina,” (pub- 
lished in February 1947) > indicates that a large 
proportion of medical care to children of dif- 
ferent ages in that state is currently rendered 
by general practitioners. It is evident, then, 
that better medical care for more children in- 
volves pediatric education for the general 
physician as well as the specialist. This is 


definite indication of a trend; and represents 
only one of several facts slowly crystallizing 
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from the mass of factual data accumulated in 
the survey. 

Programs for the improvement of child health 
have been profoundly affected by the recent war. 
The diminished number of physicians in private 
practice during the actual period of hostilities 
necessitated a greater percentage of office and 
hospital work, as well as an increased patient 
load per civilian doctor. As a corollary of this, 
it was not possible to study as fully the needs 
and demands of the individual patient. Children 
in wartime were subjected to frequent changes 
by virtue of their role as camp followers. In 
many instances, following the war, difficult ad- 
justments and insecurity, associated with a lack 
of adequate housing, have occurred during the 
period of rehabilitation, when parents were at- 
tempting to start life anew. A comparison of 
case records from my private practice prior to 
December 1941 with those after January 1946, 
reveals a significant increase in functional prob- 
lems and in deviations from the normal due, 
presumably, to stress. The importance of this 
trend is apparent when we consider that normal 
progress and the development of emotional con- 
trol determines, in large measure, the happiness 
of the individual, his ability to find a place in 
the world, and his chance to become adjusted 
as an acceptable member of society. 


Parents must work out many of these problems 
for themselves. But it is the function and 
privilege of the capable pediatrician to interpret 
and guide in the home training where this is 
possible. Proper environment and the formation 
of correct habits during early life are very im- 
portant in the ultimate development of emotional 
stability and in good adjustment to the demands 
of later life. Intelligence and good judgment 
may sometimes serve as more effective guides 
than poorly applied rules of procedure read from 
a book. 


The nation needs children who have the ability 
to withstand the pressures of life. An intelligent 
understanding of the influence of environmental 
factors and of emotional adjustment is a neces- 
sary reinforcement to the best programs of 
nutritional care and physical hygiene. Pedi- 
atricians can make practical application of this 
in contacts with the youngster as well as by 
constructive advice to parents. 


It was Brenneman in 1931 who, addressing 
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the New England Pediatric Society, spoke of 
what he termed the “menace of psychiatry” (as 
applied to pediatrics). Feeling that problems of 
behavior and maladjustment were properly to 
be considered the responsibility of the pedi- 
atrician, he recognized the fact that many 
pediatricians were not qualified to undertake the 
job intelligently. Human relationships are con- 
stantly changing, social problems are multiply- 
ing; and all of these factors exert a profound 
influence upon the health and welfare of 
America’s children. Subsequent developments, 
since 1931, have indicated that this field offers 
a rare opportunity and challenge to the pedi- 
atrician today. 


What are some of our new responsibilities in 
pediatric practice? 

Tact and skill are required of the physician 
in his contacts with the parents as counselor con- 
cerning such important daily relationships as 
the selection of nursery schools, methods of 
spending recreation time, proper school place- 
ment and the correction of faulty environ- 
mental factors. Radio programs and movies have 
great public appeal; and they exert a tre- 
mendous effect upon the thinking and behavior 
of young America. Yet there is no widespread 
or concerted effort by the medical profession 
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to assist broadcasters or motion picture pro- 
ducers in the selection of proper material for 
presentation. Here is an opportunity for the 
pediatrician, as a leader in community life, to 
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influence public opinion; and to render a real 
service toward the improvement of general 
standards of entertainment. 


Good pediatrics practice includes an aware- 
ness of an atmosphere of friction and tension 
in the home as a possible clue to certain func- 
tional disturbances and problems of behavior in 
the child. The young child is an integral part 
of the family group; his life experiences are 
colored by the attitudes and behavior of those 
in his immediate environment, especially his 
mother. We have a definite responsibility to 
those parents who szek counsel concerning a 
practical solution to many common problems 
arising in the lives of their children. The word 
practical is emphasized because often these 
parents have become bewildered by the con- 
flicting opinions expressed by different authors 
in books dealing with child psychology and be- 
havior characteristics. Medicine is constantly 
broadening its understanding of measures neces- 
sary for the prevention of disease. This phase 
of pediatrics seems provocative of further careful 
study in an effort to evaluate the role played 
by the factors of emotional stress in predisposi- 
tion to disease. 


The modern pediatrician must be aware of 
the broader implications of practice, which in- 
clude responsibilities to the community. He 
should assume leadership in widespread move- 
ments that deal with measures for the betterment 
of children. This will create a greater child 
consciousness in the minds of all practitioners 
of medicine; and provide a stabilizing influence 
for many agencies dominated by non-medical 
leadership, although dedicated to the problems 
of child welfare. These lay organizations should 
have help and active interest from the phy- 
sician. 

The medical profession has not enjoyed good 
public relations during the past few years; and 
this situation is in part due to the loss of 
prestige by the doctor in his community con- 
tacts. There is lacking now the position of 
esteem formerly occupied by the family physician 
in the relationship between doctor and patient. 
In many instances, actual distrust exists. Eco- 
nomic and social progress in the practice of 
medicine depends upon the sustained interest 
and the effort of individual physicians. Educa- 


tion will overcome many misconceptions and 
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eradicate much of the present antagonism to- 
ward us. The position of trust and respect 
formerly held by the old family doctor should 
make us proud of our heritage, and stimulate us 
to renewed efforts in providing high standards 
of proficiency in the practice of the healing art. 
Good public relations can be very helpful if 
public support is needed against objectionable 
legislation, or in favor of legislation that the 
profession approves. Study of information in- 
cluded in the survey (to which reference has 
been made above) indicates that Federal legis- 
lation will eventually be needed in order to 
finance a constructive program for correction 
of present defects in amount and distribution of 
child health services. The influence and help 
of every pediatrician is needed in his home com- 
munity for intelligent planning and progress. 

The logical leader and guide in any effort 
toward improvement should be the physician. 
Better medical care for children depends heavily 
upon the relationship of individual physicians 
to individual patients. Further progress cannot 
be made by organization, administration or regi- 
mentation. Implementation programs for the 
improvement of child health in America require 
active participation by medical groups as well 
as by various other organizations interested in 
the child. Our responsibility as medic2] leaders 
is great. Let us strive to deserve the tribute 
of Robert Louis Stevenson* who wrote: 


“There are men and classes of men that stand above 
the common herd: the soldier, the sailor, and the shep- 
herd not infrequently ; the artist rarely; rarelier still, the 
clergyman; the physician almost as a rule. He is the 
flower (such as it is) of our civilization. Generosity he 
has, such as is possible to those who practice an art, 
never to those who drive a trade; discretion, tested by a 
hundred secrets; tact, tried in a thousand embarrass- 
ments; and, what are more important, Herculean cheer- 
fulness and courage.” 
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DISCUSSION (Abstract) 


Dr. Arthur H. London, Jr., Durham, N. C—Each of 
us has noticed the increasing number of functional dis- 
turbances in our practice over the past few years. The 
pediatrician who treats his patient only as a physical 
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being subject to disease and without a thorough under- 
standing of the child’s environment, both physical, 
sociological and mental, cannot discharge his duties to 
his patient, and certainly is unable to cope with the 
functional problems that inevitably arise. 


The pediatrician should realize that in this age of 
specialization he, among all the specialists, more nearly 
approaches the role of the old family physician, the 
family counsellor, than any of the other specialists. 
The person who is caring for the offspring has a more 
intimate approach to the father and mother than the 
various specialists who may care for their ills. This 
I believe is generally realized by those of us who have 
been practicing for a good many years. 

How is this to be brought home to the young men 
who are in training: the medical students, the internes, 
the residents? These men are vitally interested in 
learning to diagnose and treat the physical ills of their 
patients and insufficient instruction is given them in 
functional disturbances. An attempt to correct this has 
been made at Duke University so far as the pediatrician 
goes, in that the resident on pediatrics spends some 
time in the offices of the part-time pediatricians on the 
staff. There he sees the cases that come into the 
physician’s office, sees the pediatrician’s approach to 
the parent and to the child, and hears the discussion 
between the pediatrician and the mother, thereby learn- 
ing something of the understanding of these functional 
disturbances. They also spend a period in the Child 
Guidance Clinic. I believe this could be more widely 
adopted in our various training centers to a decided 
advantage to the younger man. 


The pediatric survey reveals that about 75 per cent 
of the children in the United States are being cared for 
by general practitioners. This certainly should make 
those dealing with medical students think firmly in 
terms of the amount of pediatrics that is being taught 
their students. 


It is interesting to note that the pediatric department 
in various schools varies widely throughout the United 
States. From a financial standpoint, the budgets of 
some are zero; the budgets of others as much as $100,000 
a year. The average budget for the pediatric department 
in average medical schools in the United States is $39,600 
or 6.6 per cent of the average total budget of the 
medical school. 

The hours of instruction vary greatly also, from forty 
hours in some schools to 407 hours in others. It is 
certainly to be hoped that as a result of the educational 
survey of the Pediatric Academy that there will be 
some standardization in the amount of time devoted to 
teaching of pediatrics. It is certainly important that the 
medical student be given this instruction since a large 
majority of the children are going to be cared for by 
students who do not later receive special training in 
pediatrics. 

The popularity of straight services among many of 
the larger hospitals in this country often leaves men 
to graduate from medical school and to finish hospital 
work without ever having any degree of special instruc- 
tion in children’s work. It is to be hoped that the 
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medical schools will add a general practice section to 
their instruction curricula and require a rotating service 
or mixed service for all their graduates. This would 
prepare many men for a general practice and give those 
who wish to specialize a broader background which 
would certainly not be harmful. 


Dr. John P. Hubbard, Washington, D. C.—It has 
been my privilege during the past two years in the 
conduct of The Academy of Pediatrics’ nation-wide 
Study of Child Health Services to travel far and wide 
and to talk to pediatricians and general practitioners. 
I have been much impressed with the growing feeling 
of responsibility on the part of physicians toward the 
broader aspects of medicine. 

When we originally undertook our study we an- 
ticipated reporting the information in one over-all na- 
tional report. As the survey has grown it has become 
increasingly apparent that the facts are wanted not 
only at the national level but also at the level of state 
and community. In response to this demand, we are now 
sending to state chairmen of the Academy an analysis 
of the collected information broken down to the level 
of counties and all cities of ten thousand or more 
population in order that this information may be used 
for local planning. This is one of the most important 
results that has already come from this large under- 
taking. 

You have seen some of the more significant figures 
from our pilot study in North Carolina. Dr. London 
has told you the interesting and significant fact that 
75 per cent of all children throughout the country are 
taken care of by the general practitioner. Twelve per 
cent of all child visits are made by the pediatrician, 
leaving a balance of 13 per cent of child care in the 
hands of other specialists. 

We have been particularly interested in the propor- 
tion of pediatric care which is related to health super- 
vision of the well child in comparison with sick care. 
We now have additional data which indicate that 54 
per cent of the pediatric practice is related to health 
supervision. In other words, the pediatrician spends 
more time taking care of well children than he does 
sick children. 


But is medical school teaching designed to train the 
pediatrician for the type of work he is going to do 
after he leaves medical school and the teaching hospital ? 
During his course as an intern he becomes interested 
in rare conditions, and he spends a great deal of time 
digging into the literature and writing reports of unusual 
cases. Then he goes out into practice and is confronted 
with well children, an aspect of practice in which he has 
had little if any training. 


I could continue to give you interesting statistics from 
the findings which are now appearing. We have gathered 
the desired information from every state in the country, 
including Hawaii. We have reviewed the pediatric de- 
partments of all medical schools in the United States 
and Canada. That information is now being analyzed 
for a national report and for reports from individual 
states. Thus we have completed the first step, the 
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collection of information. But the second step is far 
more difficult and it is far more important; that is, to 
translate these findings at both national and state levels 
into dynamic programs directed toward our goal which 
is the improvement of child care. 


Dr. Julian Price, Florence, S. C—As I have watched 
over the years what is going on in this country (it has 
been my privilege to sit in on a number of national 
conferences), I have come to the firm conviction that as 
goes pediatric practice so will go medical practice in 
this country. 

Great strides in the last twenty or thirty years have 
been made in preventive medicine, and there pediatrics 
has led the field. Dr. Quillian has brought out the 
work that is done on the community level. I wonder if 
you have noticed that federal medicine usually starts 
in the pediatric field. Those of us who stayed at home 
during the war saw that more and more the Federal 
Government was stepping into the practice of medicine, 
and it always came in through the field of pediatrics. 

I think it is not by mishap that pediatricians hold 
prominent places in national organizations which are 
planning for the future, and it is a responsibility which 
rests upon the shoulders of every pediatrician. Whether 
we are going to be doctors practicing under the Federal 
Government or whether we are going to keep in our 
private practice as we now know it, it will, in my 
opinion, depend to a very large extent upon the 
pediatricians of the United States. 





PEDIATRIC PROCTOLOGY* 


By Criaupe G. MENTzER, M.D. 
Miami, Florida 


It is the purpose of this paper to discuss the 
role that abnormal elimination plays in pediatric 
proctology and to present its management and 
the treatment of anorectal disorders associated 
with it. 

The discussion which follows is based on find- 
ings and treatment of 75 patients of 127 con- 
secutive cases in the author’s practice. 


A careful review of the histories of the first 
75 patients listed in Table 1 shows that con- 
stipation heads the list of abnormal elimination. 
Besides the 15 patients who were constipated 
without demonstrable anal pathology, 13 of the 
fissure cases, 4 of the fistula and abscess cases 
and 5 of the prolapse and procidentia cases also 
reported constipation. 





*Read in Section on Proctology, Southern Medical Association, 
a, Annual Meeting, Baltimore, Maryland, November 
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Diarrhea, the next most common form of 
mal-elimination, was reported as associated with 
the beginning of 4 cases of fissure, 3 as existing 
before abscess and fistulae were seen, and 3 had 
diarrhea associated with procidentia. 


The mechanism by which abnormal elimina- 
tion may cause proctologic disorders follows: 
either a frothy fermentative, or a highly acid 
diarrheal stool, or one of excessive caliber, as in 
fecal impaction, may produce the original in- 
jury by which infection enters the deeper tissues. 
The most frequent points of this injury are the 
anal crypts and glands and the rectal mucous 
membrane. The infection is spread along the 
lymphatics, which are numerous in this area; 
along the perivascular connective tissue stroma 
of this highly vascular region, and along the 
terminal fibers of the longitudinal muscle. This 
spread of infection may give rise to the specific 
disorders of proctitis, cryptitis, papillitis, fissure, 
abscess, fistula, and pruritus ani. These irritat- 
ing conditions cause anal sphincter spasm and 
the child puts off elimination and starts the 
following chain of events: dessication of feces, 
constipation, fecal impaction, tenesmus, strain- 
ing at stool with a weakening of perirectal con- 
nective tissue support. A combination of these 
events may result in prolapse and procidentia. 


In addition to these proctologic disorders 
which result from mal-elimination, there is a 
chain of symptoms which should arouse the sus- 
picion of the examining doctor that the seat of 
the trouble may be in the rectum. These symp- 
toms are tenesmus, reverse peristaltic gradient, 
colic, loss of appetite, irritability, nausea, and 
even vomiting. They are caused by the stimula- 
tion of two types of nerves (cerebrospinal and 
autonomic) which meet at the pectinate line. 
The stimulation may be due to a hard piece of 
stool or a fecal impaction or any other irritation 
such as the diseases mentioned above may pro- 
duce. Since symptoms arise early in these dis- 
eases, the importance of determining their causa- 
tion is clear. 

Although the objective observations of the 
interested parent help us to arrive at a diagnosis, 
more depends upon a careful examination and a 
thorough knowledge of the embryology, anatomy 
and physiology of the anal and rectal area. 


Symptoms—The most frequent symptom is 
pain, which varies in intensity, time relation to 
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elimination and duration. The reverse peristaltic 
gradient symptoms have been discussed. Anal 
fissure and often cryptitis cause pain with and 
after defecation. In perianal abscess the pain 
may be continuous. 

Bleeding is the next most common symptom. 
The mother, and oftentimes the pediatrician, 
thinks this comes from hemorrhoids, but bleed- 
ing from hemorrhoids in children is rare, (only 
1 in this series) and may be considered excep- 
tional rather than the rule. The most frequent 
cause of bleeding is an eroded rectal polyp (100 
per cent in this series). Anal fissure was found 
to be the next most frequent cause (50 per cent). 
Bleeding may also occur in ulcerative colitis, 
other types of dysentery and by parasitic in- 
jury to the colon and rectal wall. It may also be 
present when a large, hard stool is passed and 
occasionally in prolapse and procidentia. 


Examination —Many congenital anorectal dis- 
orders are not diagnosed by the doctor who de- 
livers the child because he does not examine all 
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portals of entry and exit in the newborn. The 
obstetrician should make this a routine pro- 
cedure, but it is the nurse who frequently finds 
an imperforate anus 24 or more hours after birth 
when she attempts a rectal temperature or when 
she finds no meconium on the diaper. 


Inspection of the anal area and digital ex- 
amination with the little finger are both pos- 
sible and safe in the newborn and should not 
be omitted. After the first year, scopes and the 
index finger used in adult examinations may 
be used. 


After one year of age, children should receive 
pre-examination sedation, such as outlined by 
Paulson,! which makes them more easily con- 
trolled, thus reducing the risk of instrumentation 
injury. Also, the child remembers less of his 
painful unhappy experience and a life-long fear 
of a doctor’s office may be averted. 


It is with those children in whom proper 
bowel habits have not been established; or in 
whom illness has occurred to upset the reg- 
ularity; or in whom illness has caused disease 
in the anus, rectum or colon; or in whom con- 
genital deformity exists that the proctologist 
is brought into the picture. This has been true 
in most of the 127 cases of this series, 109 of 
which had demonstrable anal and rectal disease. 


On closer examination of these cases, it will 
be seen that nearly two-thirds of the patients 
fall within the first 6 categories. These cate- 
gories are the first 6 listed in the series of 29 
proctologic disorders, namely, fissure, cryptitis, 
prolapse and procidentia, abscess and fistula, 
constipation and fecal impaction. The discussion 
will be limited to these most frequent disorders. 


Constipation—Since a large majority of pa- 
tients with anal fissure, also with cryptitis, pro- 
lapse and spastic anal sphincter are constipated, 
the treatment for constipation is initiated. 


The original examination, particularly the 
digital, partially dilates the anal sphincter and 
gives some initial, if only temporary relaxation. 

Mothers are given detailed written instructions 
for home care, which are as follows: 


(1) At bedtime, with the child on its abdomen, 
inject 2-4 drams of mineral oil slowly into the 
rectum with a soft rubber ear syringe. 


(2) Massage a small amount of anesthetic 
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ointment into the anal canal when the child 
awakens before its first feeding. 

(3) Establish a convenient time for the child’s 
bowel movement at the same time after break- 
fast each day before school time. 

(4) After waiting a short time, if nothing 
occurs, follow instructions outlined below. (This 
procedure is similar to that outlined by Witkin’). 

(a) Diaper Age Group—With the child on 
his back the legs are raised and the thighs 
brought back against the abdomen and the 
buttocks raised slightly off the bed. This affords 
the same mechanical advantage as does squat- 
ting in the adult. A soft rubber 4 ounce ear 
syringe is lubricated, inserted into the anal canal 
and held with gentle pressure for 5-10 minutes. 
This may be sufficient to relax the anal sphincter 
and initiate a defecation reflex and should be 
repeated daily until defecation results without 
its use. If this should not produce sufficient 
stimulation, the syringe is filled with warm 
water, inserted and held snugly against the anus 
for 5-10 minutes and the water slowly injected. 
This usually produces results. 

(b) In the older child, a 4-6 ounce warm 
water enema is given, slowly at first, then 
rapidly as most of the water is in. This dilata- 
tion of the rectal musculature creates a stimulus 
to contract and defecation is started. Since the 
first part of the stool is the hardest, the small 
starting enema is usually sufficient to give an 
adequate elimination. This is repeated daily, 
but the amount of water is gradually reduced 
until it is no longer necessary. 


It is hoped that the bogie attitude that many 
physicians and patients have toward properiy 
given enemas may be dispelled. At the same 
time, a warning against the use of cathartics 
is in order. These are rarely indicated since 
they produce results by their irritating qualities 
and cause an irritable bowel and an irritable 
infant. Cathartics do not get at the cause of 
constipation, but aggravate it so that increasing 
amounts are required. The resulting liquid 
stools, more acid than normal, are frequently 
more itritating than the constipated stool and 
exacerbate already existing symptoms. 


Fecal Impaction—For fecal impaction, min- 
eral oil is injected into the rectum and the mass 
broken up with the index finger. A peroxide 
enema (2 ounces peroxide to 14 ounces warm 
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water) is given and repeated until the water 
tends to return clear. A dram of castor oil in 
1 ounce of mineral oil is given by mouth. This, 
it should be emphasized, is almost the only con- 
dition for which either of these oils is given 
orally. After the impaction is entirely relieved, 
the above treatment for constipation is carried 
out for as long as necessary. 


The number of stool studies made on infants 
and adults with the “diarrhea” which accom- 
panies a fecal impaction is surprising. This is 
inexcusable as it shows that not even a digital 
rectal examination has been made. 


Anal Fissure—Thirty-one of our 127 pa- 
tients had anal fissure, which is our most fre- 
quently encountered problem. The following 
data were obtained from the review of case 
histories: 27 had pain; 14 bled with bowel move- 
ments; 13 were constipated; 8 had associated 
cryptitis; 4 had diarrhea or fermentative stools 
before or associated with the fissure. The dura- 
tion of symptoms varied from 1 week to 11 
months. 


The child with a fissure frequently postpones 
defecation as long as possible. Instead of sitting 
on the “‘toidy,” he stretches out rigidly on the 
floor, clamps his legs together, and cries or 
screams during the defecation which follows. A 
fecal impaction may be started if defecation is 
put off long enough. 


Treatment.—Relief was obtained by a cor- 
rected diet in 4 cases having diarrhea or fer- 
mentative stools. Seventeen were cured by the 
dilatation of the examination and the constipa- 
tion regime. Ten cases not responding to this 
treatment were operated upon under drop ether 
anesthesia. The anal sphincter was dilated to 
2 fingers and the fissure or ulcer base and crypts 
were excised. Five c. c. of an oil soluble anes- 
thetic were injected about the incisions. The 
patients were discharged from the hospital on 
the operative day. They were placed on the 
constipation regime and the results in these 
cases were most gratifying. 


Fistula and Abscess——These are not rare in 
children. Six of ten in our series had fistulae 
from 6 weeks to 8 months of age. Two had 
had severe diarrhea in their first 2 to 4 weeks 
after birth and another had jaundice associated 
with diarrhea at 4 weeks of age. Pain may be 
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continuous and requires prompt attention. Treat- 
ment is always surgical (as in adults) and in the 
case of abscess, an incision and drainage were 
done on the day the diagnosis was made. Our 
results were excellent. 


Prolapse and Procidentia.—This is frequently 
found in varying degrees in children. The pre- 
disposing cause of procidentia is the poor peri- 
rectal connective tissue support. Diminished 
ischiorectal fat, following a long illness, down- 
ward force on the rectum from coughing in 
pertussis and pneumonia, straining of constipa- 
tion, the tenesmus in fecal impaction and dysen- 
tery are all contributing factors. Two of our 
cases had greatly hypertrophied anal sphincters 
and the straining necessary to defecation caused 
mucous membrane prolapse. 


Treatment.—Correcting the underlying causes 
will cure the disorder. Constipation was treated 
as described above. Divulsion of the anal 
sphincter was done under drop ether anesthesia 
when indicated. The mucous membrane pro- 
lapse was treated by submucosal injections of 
a sclerosing agent. Two patients with pro- 
cidentia were treated by perirectal injections cf 
dilute hydrochloric acid (according to the 
method outlined by Dudley Smith,*) plus sub- 
mucosal injections of 5 per cent phenol in oil. 
Following injection treatment, elimination is best 
accomplished in a supine position on a bed pan 
or rubber sheet, initiated with a 2-4 ounce warm 
water enema. Or the patient may have the de- 
fecation sitting on a board with a 1x3 inch slot. 


One of our cases is of particular interest. A six-month- 
old colored child was admitted to the hospital with a 
procidentia 4 inches long. A history of loose stools was 
given with continuous crying and straining over a period 
of 2 weeks. Surgery was advised by the first exam- 
ining doctor and another on the proctologic service at- 
tempted unsuccessfully to keep the mass reduced by 
strapping the buttocks together. Elixir phenobarbital 
and “elixir pyramidon,” drams one of each, were ordered 
every 4 hours. After the first sedative dose the baby 
went to sleep. Twenty-four hours later the formula 
was changed, but since the first sedative dose, the 
procidentia has not recurred even with elimination. 


CONCLUSION 


The need for collaboration between pedi- 
atrician and proctologist cannot be stressed too 
much. We cite one example: a highly allergic 
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infant whose food allergy manifestations were 
well controlled with a formula containing soy- 
bean. However, this product resulted in a stool 
irritating to the anal canal and brought on an 
anal fissure, constipation and fecal impaction 
in that order. The proctologist and the pedi- 
atrician working in collaboration can shorten the 
course of the rectal symptoms. 


Finally, it should be pointed out that pedi- 
atricians, and general practitioners who take care 
of children, have the opportunity and duty to 
practice preventive medicine. They, with the 
help of the mothers, can establish proper bowel 
habits in the pre-school child so that desirable 
physiologic practices may be firmly fixed before 
school days begin. Pediatricians and general 
practitioners can, in this way, greatly lessen the 
incidence of anal and rectal disorders. 
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DISCUSSION (Abstract) 


Dr. Frank H. Murray, Philadelphia, Pa—The treat- 
ment of anorectal conditions in children has been 
sadly neglected. After I perused Dr. Mentzer’s paper, 
I decided to select 100 pediatric proctologic cases from 
our files. We had to review records from October 1947 
to June 1942, a period slightly over five years, to 
obtain 100 of these consecutive cases. Approximately an 
average of twenty cases a year were referred to us for 
examination and treatment. Actually the large majority 
came in 1944 and 1945. Probably the referral during 
that period was because many doctors were in the 
service and the men at home were so busy they had 
to refer many cases to specialists. 

When we take into consideration the number of 
adult cases we examine in a year we can readily see 
how small the percentage of referred pediatric cases is. 

Probably a large percentage of proctologic conditions 
in infants, children of pre-school age, and school age, are 
treated by the general practitioner, or are neglected 
entirely, as the parents may feel the condition is not 
sufficiently serious to be examined by a proctologist. 

Dr. Mentzer did not mention any age group. In the 
selection of our 100 cases we included those from one 
month of age to fourteen years, as we have received 
referrals from pediatricians within this age group. We 
felt that a brief review of 100 of our cases would add 
interest to the discussion. 
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Our group was divided according to symptoms as 
follows: 


‘ 
w 
nN 


(1) Constipation and multiple fissure ~~ — —.__ 
(2) Prolapse 
(3) Pilonidal sinus ae 
(4) Abscess and fistula 
(S) Anal fissure or ulcer. 
(6) Polyp or ad 
(7) Ulcerative colitis 
(8) Diarrhea — 
(9) Parasites 
(10) Hirschsprung’s disease with fecal impaction 
(11) Impalement 

(12) 
(13) 
(14) 
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Anal ulcer with Dercum’s disease 
Foreign body 
Malformation 


Total 











3| 
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The list and number of conditions mentioned by Dr. 
Mentzer in his paper are somewhat similar, however, we 
have listed constipation and multiple fissure under the 
same heading because we found the constipation cases 
had multiple fissure. These were the most common cases 
referred to us. Prolapse was the second most common 
condition, pilonidal sinus third, abscess and fistula 
fourth, and next anal fissure or ulcer, and so on as above 
mentioned. 

We have separated the listing of anal fissure or ulcer, 
from multiple fissure because the multiple fissure cases 
occurred in infants and children of pre-school age, 
whereas anal fissure or ulcer is prone to occur in the 
school age child. Muliiple fissure as a rule, responds 
to local and dietary treatment while anal fissure or 
ulcer requires surgery and has to be excised. 

The prolapse cases which we were fortunate in seeing 
occurred in infants and pre-school age children. 

It is our custom to do not only a digital and proc- 
toscopic examination on our pediatric cases but also 
a sigmoidoscopic examination, and our observation in 
prolapse has been that one-third of these cases have 
had a pedunculated polyp or adenoma and when the 
polyp has been removed the period of cure for pro- 
lapse has been materially shortened. All cases so treated 
were given a sigmoidoscopic check-up one month after 
operation. 

The large majority of our pediatric cases were only 
seen or treated two or three times. They were returned 
to the pediatrician or general practitioner for follow-up 
care. Those that were operated upon had follow-up 
treatments from two to four weeks. 


No doubt in certain sections of the United States one 
class of patients predominates over another class. 


Dr. C. J. Holley, Wheeling, W. Va—The average 
man, except at locations where there are clinics and 
teaching institutions, is impressed with the importance 
of our field among children only when an emergency 
arises, and then it is with regret because few children 
are seen and experience is not adequate. Little has been 
written upon this subject. However, studies like this are 
the beginning of a major movement. Dr. Saul Shapiro, 
of Brooklyn, New York, has received some 500 cases. 
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Dr. Mentzer emphasized routine anal and rectal ex- 
aminations in the newborn. The obstetrician should 
be impressed with the necessity of this simple pro- 
cedure. 


A more extensive study of the anatomy of the rectum 
and sigmoid in children is required. Very little has been 
written upon which there has been agreement, probably 
due to age variation. Children may suffer from most 
of the ailments commonly noted in adults. For surgical 
approach it must be kept in mind that the pelvis in 
the child is cone-shaped; its length is greater than the 
transverse and anterior-posterior diameters. The child’s 
pelvis is relatively smaller than the adult’s with prac- 
tically no sacral curve or hollow flare to the ilia. The 
sacral promontory is higher and less obvious. The 
symphysis is almost vertical, and the plane of the 
entrance to the true pelvis is at 80 degrees with the 
horizontal plane as opposed to 60 degrees in the adult. 
Rapid development is observed in the first two years 
due to the child’s assuming an upright position. De- 
velopment is slower the remainder of the first decade 
and not complete until the twenty-fifth year, when 
the symphysis fuses. The erect position induces the 
curve in the sacrum and the fossae in the ilia. 


The rectum itself is one-half the length of the adult’s 
rectum and occupies the whole true pelvis. The lateral 
ligaments are poorly defined. The surface area of the 
bowel is one-fourth that of the adult; the same ratio is 
true of the rectal ampulla. Late in infancy a small 
portion of the small intestine may descend into the true 
pelvis. The rectum, then, is almost straight up and 
down in infancy and early childhood. The reflection 
of the peritoneum anteriorly is low, usually at the 
level of the fourth sacral vertebra. This makes a deep 
recto-vesical and recto-vaginal pouch. The relative posi- 
tion of the trigon, prostate gland, seminal vesicles, bulb 
of the urethra in the male; the broad ligaments, neck 
of the uterus, cervix and posterior vaginal wall in the 
female are about the same as in the adult. The anal 
canal is below the tip of the coccyx and more posterior; 
the adult canal is directed anteriorly. The canal is 
shorter than the adult’s one inch posteriorly and one- 
fourth to one-half inch anteriorly. The dentate or ano- 
rectal line is poorly defined. The relative length of 
the intestinal tract in the adult is approximately twice 
that of the newborn; the diameter of the large bowel 
and sigmoid are about one-fourth those of the adult. 
The sigmoid at birth is very large, being filled with 
meconium, almost occupies the whole lower abdomen 
and assumes many arrangements. All these facts must 
be remembered in any operative procedure. Also of 
interest are the following: Drs. Jackman, Bargen and 
Helmholz, of Rochester, in 1940 studied the life histories 
of 871 cases of chronic ulcerative colitis, of which 95 
were children. Contrary to opinion the cases were more 
severe in the adults and also less responsive to treat- 
ment. One out of every eleven cases, or 10.9 per cent 
had the disease during infancy or childhood. Outstand- 
ing complications of this group were carcinoma, 
polyposis, stricture, abscess and fistula, and arthritis. 
The percentage incidence of complications in children 
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was not notably different from that in adults. Dr. 
Roger L. Kennedy, of Rochester, Minnesota, in 1941 
studied the age incidence of polyps in children and 
found them to be most frequent during the second, 
fourth, fifth and sixth years. He also definitely agreed 
with Dr. Buie that there is an hereditary factor in 
diffuse polyposis; hence the necessity of checking all 
offspring periodically. Dr. Kini, of Edinborough, in a 
review found rectal prolapse nine times more prevalent 
in the male than the female. 


Malignancy occurs after ten years of age, though 
there are many instances of earlier cases. Striking 
among these are two boys, one three years and eight 
month with sarcoma, and the other four years and 
seven months with carcinoma of the rectum, both cases 
of Dr. Harry E. Bacon, of Philadelphia. Dr. Bacon also 
noted about 0.4 per cent incidence of cases of malig- 
nancy below the ages of twenty. 





OBSERVATIONS ON PRE-ECLAMPSIA, 
ECLAMPSIA AND HYPERTENSIVE 
VASCULAR DISEASE IN 
PREGNANCY* 


By R. A. Ross, M.D. 
F. Bayarp Carter, M.D. 
S. S. Lampetu, M.D. 
and 
RosBert N. Creapicx, M.D. 
Durham, North Carolina 


(1) Introduction.—In recent analyses of the 
deaths which have occurred at Duke Hospital 
among patients with eclampsia or hypertensive 
vascular disease in pregnancy, we were im- 
pressed by their relative frequency. The follow- 
ing figures express this incidence very clearly: 


From 1931-1946 











Total deliveries 11,000 
Total maternal deaths (all causes)... 206 
Deaths of pregnant patients with 

hypertension 54 
Deaths of eclamptic patients_._ 35 
Total deaths with elevated blood 

pressure 89 
Percentage of total deaths 43.2 





This high percentage prompted further study 
of the pregnant hypertensive patient. The ulti- 
mate purpose of this study is to reduce the num- 





*Read in Section on Obstetrics, Southern Medical Association, 
pio gy Annual Meeting, Baltimore, Maryland, November 
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ber of these deaths by a critical analysis of our 
management. 


We arbitrarily selected for study 53 women 
admitted in an 18 months period between 
October 1, 1945 and April 1, 1947. A fair sample 
of the more severely ill patients was sought. 
They fell into the following categories: 











Pre-eclampsia 10 
Eclampsia 10 
Pre-eclamptic patients with hyper- 

tensive disease 30 
Hypertensive disease patients 3 





All of these survived. During this period of 
time, two of the 54 hypertensive deaths occurred. 

In reporting this material, we are telling the 
story of our recent experience with these con- 
ditions in patients who survived, and in some 
ways comparing them with the hypertensive 
and eclamptic patients who died. We have 
searched for significant differences in the his- 
tories, physical characteristics, laboratory data, 
and finally in the management of these groups. 
The results are presented below. 


(2) Presentation of Data.—As an explanation 
of the accompanying charts, it is now stated 
that the three groups will be referred to as 
hypertensive deaths, eclamptic deaths, and sur- 
viving groups. 


Chart 1 presents a comparison of the histories 
of the hypertensive death patients with those 
of the surviving group. The fact that 25 of 
the former had no history of hypertension can 
be explained partly on the basis of poor his- 
tories because of severely ill patients. The 20 
in the latter group without history of hyper- 
tension are the pre-eclamptic and eclamptic 
patients who usually do not have such a 
history. 

The differences expressed in Chart 2 are strik- 
ing. The bad effect of increasing age on 
prognosis is obvious. 








PREVIOUS HYPERTENSION 





History of Previous No History of 

Hypertension Hypertension 
54 hypertensive death group _..... 29 25 
53 surviving group —........._.__._ 33 20 





Chart 1 
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The effect of repeated pregnancies on the 
hypertensive woman is often debated. The 
figures presented in Chart 3 indicate a poor 
tolerance. 


Chart 4 illustrates clearly that hypertensive 
disease and eclampsia affect the colored woman 
more often and more severely. This becomes 
increasingly evident when one recalls that the 
delivery ratio at Duke Hospital of white to 
Negro is 8 to 5. 


Chart 5 emphasizes the importance of pre- 
natal care to the pregnant woman. Improve- 
ment of the prenatal care of the patients similar 
to the ones presented in this report will do 
much to reduce the relative frequency of 43.2 
per cent mentioned in our introduction. 

In Charts 6, 7 and 8, the interesting physical 
findings are presented. These are compared with 
the hypertensive death group. The frequency 
of pathologic changes in this group as com- 
pared with the surviving group is one logica] 
explanation of their death. 


Some of the significant laboratory data are 
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patients in all groups having hypertension in 
the last trimester of pregnancy. The reversal of 
the albumin in globulin ratio in the presence of 
normal plasma proteins is difficult to under- 
stand. 

The presence of urine albumin was noted in 
46 of 53 patients. In the hypertensive death 
group urine albumin was found in 44 of 51 
patients. The tendency toward uremia, as 
manifested by elevated nonprotein nitrogen and 








ESTIMATE OF PRENATAL CARE 











Adequate Adequate 
Here Outside Poor 
54 hypertensive death group._._____ 7 2 45 
35 eclamptic death group..t..1tu. 2 0 33 
53 surviving group—..___________. 7 2 a 
Chart 5 








ADMISSION DIASTOLIC BLOOD PRESSURE 





131 or 
90-99 100-110 111-120 121-130 higher 
54 hypertensive 








presented in Chart 9. The elevated uric acid ~‘geath group 6 1s 10 ? 16 
level was a most consistent finding in our 53 surviving group. 3 25 11 6 8 
AGE DISTRIBUTION Chart 6 





























15-20 Yrs. 21-30 Yrs. 30+ Yrs. 
54 hypertensive death group... 1 13 40 
35 eclamptic death group.._. 16 12 7 
53 surviving group... Ss dA 22 20 
Chart 2 
PARITY 
No. of Previous Pregnancies 0 1-2 3-5 6 or more 
54 hypertensive death group... 9 3 12 30 
35 eclamptic death group —._ 18 5 5 7 
$3 surviving group... = 21 8 12 12 
Chart 3 





CHANGES IN OPTIC FUNDI 





























Definite No Changes Indefinite 
54 hypertensive death group.... 38 5 ll 
53 surviving group — ~~. 29 18 6 
Chart 7 
HEART SIZE 
Enlarged Normal 
54 hypertensive death group.........-»_»ES= 28 29 
53 surviving group 17 36 
Chart 8 








RACIAL DISTRIBUTION 


BLOOD CHEMISTRY FINDINGS 














White Colored aa am eS faim, 
: igh Norm w Norma w Nor: 
54 hypertensive death group... 25 29 54 Hypertensive 
35 eclamptic death group... _ 14 21 death group — ~~. 35 8 15 7 17 a 
S53 eurviving greep ———...._.__...... 21 32 53 surviving group... 42 6 17 28 31 13 
Chart 4 Chart 9 
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decreased urine output was strikingly absent in 
the 53 patients who survived. Only 3 patients 
developed a nonprotein nitrogen slightly above 
40 mg. per cent, compared with 8 patients in 
the hypertensive death group who had marked 
nonprotein nitrogen elevations. In regard to 
kidney function, the phenolsulfonphthalein test 
was performed in 28 of the 53 patients. In 16, 70 
per cent or more of the dye was excreted in 
two hours. Of these, 9 had hypertension at 
their final postpartum return visit. In 12, less 
than 70 per cent of the dye was excreted in two 
hours. Ten of these still had hypertension when 
last seen in the out-patient clinic. ‘Only 1 pa- 
tient with typical signs of chronic glomerulo- 
nephritis was seen in the group of 53. She 
abcried spontaneously at 6 months and was 
markedly improved within 6 weeks thereafter. 


An electrocardiogram was made on 22 of 
these patients. Abnormalities were found in 13. 
In 9 of 14 patients in the hypertensive death 
group the electrocardiogram- showed something 
abnormal. 


The most important elements of the “pre- 
delivery phase” of the management of the pre- 
eclamptic, eclamptic, and hypertensive pregnant 
patient are the fluids and the sedatives. For 
many years at Duke Hospital the usual method 
had been restriction of fluid intake. Schemm! 
has urged liberal amounts of fluids for cardiac 
patients and has pointed out that they may be 
dehydrated while they have massive edema. 
Chesley? has reported that the edema of late 
pregnancy can be more easily controlled by a 
high water-low salt diet than by a low water- 
low salt diet. Arnell’ and Torpin* have re- 
ported the use of liberal amounts of fluids for 
pre-eclamptic and eclamptic patients. 


During the périod of this study, fluids were 
forced (3,000-4,000 c. c. daily) for 41 patients 
and restricted (1,000-1,500 c. c. daily) for 12 
patients. To draw any conclusions from the 
course of these patients, they must be observed 
at least 6 days. Weight loss is regarded as a 
more accurate criterion of improvement than 
urine output. 


No conclusions can be drawn from this lim- 
ited survey. However, the liberal intake of 
fluids is usually well tolerated. When one 
recalls the occurrence of uremic tendencies in 
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the hypertensive death group, all of whom were 
treated by restriction of water intake, one con- 
siders even more favorably the ingestion of 
large amounts of water by these patients. 

The other important phase of management is 
the proper use of sedatives. It is still actively 
debated. Chart 10 shows the types of sedatives 
and how frequently employed. No sedative was 
included unless it was given often enough to 
be a real part of the patient’s management. A 
plea must be made at this point for discontinu- 
ance of the use of morphine in conjunction with 
convulsive or pre-eclamptic states. The old 
method of Stroganoff with morphine and chloral 
hydrate has not been used in our hospital. 
Nevertheless, our tendency has been to use 
morphine either with convulsions or when we 
believe they are impending. 


“The use of morphine in convulsive disorders . . . is 
invalid and preference should be given to the soluble 
barbiturates . . . the motor excitability of the cortex is 
depressed only by large doses of morphine which in 
turn cause an increase in reflex excitability of the 
spinal cord.”5 


At the termination of any eclamptic con- 
vulsion coma is observed and with it profound 
respiratory depression. It would not seem wise 
to employ a drug like morphine which certainly 
further aggravates this depression. In many 
instances we have employed intravenous sodium 
amytal for eclamptic convulsions upon their 
arrival in the emergency room. We have had 
no cases of acute pulmonary edema following its 
use, and it has been the best adjuvant to mag- 
nesium sulfate in controlling further seizures. 
We would like to advocate the use of demerol 
instead of morphine. It is a rapidly dissipated 
drug, usually produces some fall in blood pres- 
sure, gives no evidence of cardiac depression, 
and is less of a respiratory depressant than 
morphine.® ” 








Type of Sedative No. of Patients 
Sodium amytal 24 
Phenobarbital 
Sodium phenobarbital 
10% magnesium sulfate (i.v.) 














Morphine 





-unuauwn 


Demerol 











Chart 10 
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In this group of patients, the only reaction to 
sedation was a moderate shock which developed 
once following the too rapid administration of 
10 per cent magnesium sulfate intravenously. 
This is mentioned, not as a condemnation of 
magnesium sulfate, rather as a suggestion that 
it always be given very slowly and with calcium 
ever available. Occasionally rashes have de- 
veloped following prolonged use of a barbiturate. 


The indwelling urethral catheter is an im- 
portant adjunct in the management of the 
severely ill patient. It affords an accurate esti- 
mate of urine output and avoids frequent dis- 
turbing of the patient. The catheter was used 
in 9 instances in our series. 


Digitalis was given to 8 patients with pre- 
existing heart disease or signs of incipient con- 
gestive failure. It was usually not administered 
before medical consultation was obtained (16 of 
our group of 53 patients). 


The use of urinary acidifiers has been sug- 
gested as an aid to diuresis. They are of some 
value. In this series of 53 patients, ammonium 
chloride (1 or 2 grams three times a day) was 
used 15 times and dilute hydrochloric acid once. 
Close observation of intake and output is neces- 
sary. In 4 of these instances the carbon dioxide 
combining power fell to acidotic levels (30-35) 
after 7 days of therapy. The serum chlorides also 
dropped moderately and the nonprotein nitrogen 
became slightly elevated. In 3 of these acci- 
dents, discontinuation of the ammonium chloride 
and forcing fluids were sufficient to correct the 
imbalance. In one however, administration of 
sodium chloride was necessary. This particular 
patient had only a moderate hypertension and 
very slight albuminuria at the time. It is our 
opinion that blood chemistry determinations 
must be a routine part of the prolonged use of 
urinary acidifiers in the pre-eclamptic, eclamptic. 
or hypertensive pregnant patient. Many of the 
women taking ammonium chloride vomited con- 
siderably. 


Oxygen therapy deserves special mention. 
Although it was administered to only 4 of the 
53 patients, others probably would have bene- 
fited from its use. In the past, the simple nasal 
catheter was employed. The use of positive 
pressure oxygen therapy,® 9 has been well estab- 
lished as beneficial in certain types of pulmonary 
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edema. Recently it was administered to a criti- 
cally ill pre-eclamptic patient who had de- 
veloped acute pulmonary edema. The improve- 
ment in this patient was so dramatic that the 
oxygen therapy was considered the primary 
factor in her recovery. It should be added that 
the oxygen did not become effective until ad- 
ministered under positive pressure. 

The proper time for induction of labor is 
one of the most debated features of the man- 
agement of the pre-eclamptic, eclamptic, and 
hypertensive pregnant patient. Chart 11 pre- 
sents our figures on the reasons for induction. 
Chart 12 records the frequency of induction. 
It would afford a better idea of the commonly 
accepted indications for induction, if a state- 
ment were included in the hospital record which 
clearly presented the reasons for interrupting 
the pregnancy at that particular time. From 
our charts this is not always clear. 

The length of observation in the hospital 
prior to induction affords some indication of a 
conservative or radical attitude towards inter- 
ference. Of the 26 inductions in this series, 13 
were done in the first 5 days after admission. 
In 8 of these, bleeding was the primary indica- 
tion for induction. Six inductions were done 
after 11 or more days of observation and 
therapy. 








No. of Patients 
Controlled convulsions 3 


Reason for Induction 









































Uterine bleeding (placental separation)... .... 8 
Patient at or near term + 
Maximum improvement 8 
Condition becoming worse 2 
Rh incompatibility — 1 
Chart 11 
FREQUENCY OF INDUCTION 
3 ea z 
Bt yal a 
43 58 33 8 
fe f_ Aa RS <A AD 
54 hypertensive 
death group ..... 16 22 2 6 G 
35 eclamptic 
death group _....._ 11 16 6 0 8 
53 surviving group... 26 25 0 2 
Chart 12 
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The proper method of induction is frequently 
debated. The commonly expressed opinion is 
that it should be done by the most conservative 
means. Nowhere is obstetric judgment more 
severely taxed than in making a decision con- 
cerning interference in the seriously ill hyper- 
tensive pre-eclamptic patient who is only 6 or 
7 months pregnant. Medical induction is usually 
attempted in the later ones. In our group of 
26 patierits, it was successful in 9. It was suc- 
cessful in 4 of the 54 in the hypertensive 
death group. 


Our experience with artificial rupture of the 
membranes is presented in Chart 13. Serious 
infection followed this procedure in 2 of the 
eclamptic death group. 


The Willet clamp was used 5 times to induce 
labor in the group of 53 patients. The indication 
was primarily bleeding from partial premature 
separation of the placenta. It was applied once 
for uterine inertia. It was used twice in the 
hypertensive death group and was not used for 
any of the eclamptic death group. 

The use of abdominal section is not considered 
the procedure of choice in the hypertensive, pre- 
eclamptic, or eclamptic groups. It was used 
twice in our series of 53 patients. In both of 
these instances, the pregnancy was considered 
to be of about 6 to 7 months duration, a poor 
time for induction. Both infants died. One 
weighed 1,000 grams; the other 1,900 grams. 
The generally accepted policy for such patients 
is to carry them, without too great risk, long 
enough to make vaginal delivery possible. 

The method of vaginal delivery has received 
much comment. The experience here is pre- 
sented in Chart 14. “Other operative delivery” 
includes version and breech extraction. It is 
interesting that 6 versions were performed in 
the hypertensive death group and only 2 in the 
surviving group. 

The choice of anesthesia is generally con- 
sidered to be important for this type of patient. 
Twenty-four of our patients were delivered 
under analgesia alone. Ether was used 9 times; 
nitrous oxide plus oxygen 7 times; local (1 per 
cent procaine) 6 times; caudal 3 times, and 
spinal twice. In one instance, not included in 
this series, caudal analgesia was given to a 
laboring patient with congestive heart failure. 
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The cardiac symptoms and the abdominal pain 
were relieved. We believe that caudal analgesia 
and anesthesia should be used more often in 
those with cardiac symptoms. General anes- 
thetic agents, however, should not be used. Local 
or pudendal block is always the safest. 

Uterine inertia may be a problem after in- 
duced labor and in heavily sedated patients. 
Labor lasted 30 hours or longer for 7 of 51 
patients. In one instance the Willet clamp was 
used to combat it. In the others, only hydra- 
tion and sedation were necessary. 

The expectation of a living infant is a most 
important motive for the sacrifices of mother- 
hood. The patient with eclampsia, pre-eclampsia, 
or hypertensive vascular disease has a reduced 
chance of attaining this end. Chart 15 shows 
our experience at this hospital. In our opinion, 
a stillbirth rate of 39.6 per cent is too high to 
justify the risk the mother must take. 

Complications are expected in the hyper- 
tensive-eclamptic group of patients. Infection 
as manifested by morbid postpartum course was 
noted 15 times in the 53 patients. Antepartum 











Artificial Rupture 
































of Membranes 
54 hypertensive death group. 12 
35 eclamptic death group 11 
53 surviving group 12 
Chart 13 
VAGINAL DELIVERY 
Spontaneous Low Other Operative 
Vaginal Forceps Vaginal 
54 hypertensive 
death group 19 4 9 
35 eclamptic 
death group —.. 25 2 0 
53 surviving group... 37 8 6 
Chart 14 








FATE OF INFANTS 








Living Infants Stillborn Infants 
Less Than 2500gms. LessThan 2500 gms. 
2500 gms. or More 2500 gms. or More 
54 hypertensive 
death group —. 5 12 20 8 
35 eclamptic 
death group — 2 9 7 9 
53 surviving group 11 23 11 10 
Chart 15 
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bleeding of sufficient degree to warrant a sterile 
pelvic examination occurred in 8 patients. Three 
of these patients had shock during and after 
delivery. There were 2 cases of postpartum 
shock without excess blood loss, which was a 
considerably lower incidence than the 12 noted 
in the 54 hypertensive death group patients. 


One patient suffered a toxic psychosis in the 
puerperium. She made a complete recovery. 

Finally, the most important measure of the 
effect of the hypertensive-eclamptic syndrome on 
the surviving patient is the status of her cardio- 
vascular system after the puerperium. The inci- 
dence of residual hypertension affords some idea 
of this status. 


Chart 16 presents the results for the 53 sur- 
viving group patients, who were followed 4 or 
more weeks. Of the patients with apparently 
normal blood pressure up to the second trimester 
of pregnancy, 25 per cent had-a residual high 
blood pressure. In fact, only 15 of the whole 
group of 53 patients had normal blood pressure 
four weeks after delivery. 








RESIDUAL HYPERTENSION 











Per Cent 
Total Patients with of Whole 
Patients Residual Hypertension Group 
Eclamptic and pre- 
eclamptic group _... 20 5 25 
Pre-eclamptic and hyper- 
tensive disease group. 30 30 100 
Hypertensive disease 
DD cvsinneumeatn. © 3 100 
Chart 16 
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DISCUSSION (Abstract) 


Dr. Louis H. Douglas, Baltimore, Md—Dr. Creadick 
reports that more than 43 per cent of all maternal deaths 
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at Duke occurred in patients with complications as- 
sociated with hypertension. This clearly indicates the 
frequency and severity of these conditions as seen at 
that institution. Only 12 per cent of the maternal deaths 
at the University Hospital in Baltimore are in this 
group of patients, and surely we do not treat our 
patients any better. We just do not have so many nor 
such severe degrees of hypertension. 


Pre-eclampsia and eclampsia, while only stages of 
the same condition, require quite different treatment 
while the syndrome, hypertensive disease offers its own 
particular problems. I am more and more impressed 
with the necessity of individualization of all of these 
patients, and am more and more convinced of the 
futility of trying to establish a routine. Certain funda- 
mentals may be laid down, but if any measure of 
success is to be attained, the patient must be closely 
observed and one must be always ready to do that 
which seems indicated at the moment. Beware of giving 
or receiving telephone consultations in this type of case. 


Dr. Creadick recommends hydration. In the main I 
am in accord with this and am glad to learn that his 
experience warrants it. On the subject of sedation: We 
depend largely upon paraldehyde in our more severe 
cases, and believe that the dose should be sufficiently 
large really to sedate and that it should be repeated as 
often as necessary. (In one instance a patient received 
a total of 165 drams of paraldehyde over a period of 
several days without damage to her or the baby.) 


Digitalis is considered of questionable value by many. 
May I take this opportunity of suggesting that the poor 
results may be due to lateness in beginning treatment? 
It is our custom to start most of our patients with 
eclampsia on digitalis before they show evidence of 
cardiac distress. Oxygen, as pointed out a number of 
years ago by Nicodemus is of inestimable value. I am 
sure that most of you will support Dr. Ross’ recom- 
mendations here. 


I was somewhat surprised at the very low incidence 
of abdominal delivery reported. It has been our ex- 
perience that, in the so-called fulminating types of pre- 
eclampsia in primigravidas, section offers the best 
method of terminating pregnancy. Medical induction or 
rupturing of the membranes is too slow and uncertain 
to be trusted in a situation where time is precious. 
Against the added risk of abdominal delivery must also 
be added the risk of infection of the uterus and its 
contents when the membranes are ruptured and a long 
latent period ensues. A certain increase in maternal 
morbidity and fetal mortality must be expected if this 
method be used in all cases. 


While it is true that inhalation anesthesia is im- 
mensely dangerous in patients who have had or are 
having convulsions, and should never be used in this 
group, I doubt that it carries a much greater risk to 
the woman with hypertensive disease alone than it does 
to one with a normal blood pressure. At the same 
time, it appears that regional anesthesia is much more 
satisfactory obstetrically than inhalation. 
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One aspect of the subject which has not been men- 
tioned in this paper is the question of sterilization of 
some of these patients with the more severe forms of 
hypertensive disease. I would like to ask Dr. Creadick 
what the practice is at Duke Hospital regarding this 
procedure. 


Dr. Bayard Carter, Durham, N. C—I do not know 
why I was listed to discuss this paper because the 
patients listed in it are rather close to me. 

The purpose of the paper was to contrast this group 
of severely ill patients who lived, with a group of 
severely ill patients previously reported, who died. Our 
efforts were directed to an attempt to discover the 
factor or factors which made the difference between 
survival and death. We have not found the factor or 
the factors. In short, it is difficult to understand why 
one woman with a high diastolic pressure and oliguria 
or anuria on admission lives and the next patient with 
comparable findings dies. 

We admit all emergency patients who are sent to us. 
Seventeen of the patients who died, died undelivered. 
Scrutiny of the patients’ previous vascular status and 
obstetric performance helps in many but has to be 
discarded in drawing conclusions for other patients. 
Ignorance of the patients concerning the true danger 
signals of the parturient state still is the greatest single 
factor in the tragedies we list. Lack of prenatal care is 
exemplified forcibly. 

Examination of the eyegrounds helps but does not 
give us true prognostication in the death group. Pul- 
monary edema, the employment or nonemployment of 
digitalis and oxygen, the changes in electrocardiograms 
and in the electro-encephalograms, the significance of 
the blood chemistry changes are all variable factors. 


The problem of a patient, six and one-half months 
in pregnancy, with severe hypertensive cardiovascular 
disease, is with us constantly. A symposium on this type 
of patient would reveal many divergent views. The 
problems of interruption of pregnancy and of steriliza- 
tion of the patient (or her husband) are still unanswered. 

In summary, this paper simply gives an accurate 
statement of our deaths of women in pregnancy who 
had hypertensive disease of some type. Our prognostic 
ability is still poor. All of these patients are ward 
patients and all are unselected. Those patients who 
survive with comparable severe disease should be con- 
trasted with those patients who die with severe disease. 
We may find that we are treating some of them im- 
properly; we may also find some factors or group of 
factors which will aid in salvaging more patients from 
this neglected and emergency group. 

Dr. Creadick (closing) —In answer to Dr. Douglas, 
I think paraldehyde is one of the safest drugs at our 
disposal. It is not particularly damaging to the liver 
and a portion of it is always excreted through the lungs. 
I am quite interested, however, in how he is going to 
administer this to a patient. If the patient is comatose 
or in convulsions, it is next to impossible to give it by 
mouth even with a stomach tube. Rectally she will not 
retain it. Intravenously it is possible but not quite so 





HABITUAL ABORTION 





809 


safe. I agree it might be used advisedly on particular 
occasions and we have sometimes done so. There is one 
other thing to say about paraldehyde: the man who 
removes the odor from that drug is going to make a 
million dollars! 

Following up Dr. Carter’s remarks about method of 
delivery, it is true fewer cesarean sections are done at 
our hospital than perhaps anywhere else. Early in the 
third trimester however, when total previa is likely to 
appear there is a 20 per cent mortality in the babies, 
whether or not they are delivered by cesarean section. 
Prematurity is the main cause. Atelectasis and direct 
blood loss are additional ones. Should we elect to do 
a major operation procedure such as cesarean section 
when our expectancy on the baby is poor? As to the 
anesthetic agent, if the decision is for cesarean, local 
anesthesia should more often be the choice. Severe 
toxemia does not tolerate general anesthesia very well 
no matter how expertly given. 

Concerning sterilization, as Dr. Carter has already 
mentioned, we attempt to place the onus on the husband 
because in the male it is a simple procedure requiring 
20 minutes under a local anesthetic. He might not even 
be hospitalized. For the female it requires opening the 
peritoneal cavity and this in my mind is a major 
operative procedure. 

Adequate prenatal care with weight restriction, high 
protein and low salt diets have a large part to play in 
this problem of pre-eclamptic toxemia. The more wide- 
spread this information is among the physicians who 
see the patient early and the more they are impressed 
with the necessity of what is considered adequate care, 
the better will be our results. 

One final point: we do believe that eclampsia is almost 
100 per cent a preventable disease. We feel that the 
burden of care of these patients is upon us. All the 
physicians present in this room are aware of how im- 
portant it is to spread the word further and further out 
from our small circle. 





SOME ASPECTS OF HABITUAL 
ABORTION* 


By E. Detrs, M.D. 
and 
G. E. Seecar Jones, M.D. 
Baltimore, Maryland 


The management of habitual abortion has 
been unsatisfactory largely because the etiology 
has remained obscure. The incidence of spon- 
taneous abortion in all pregnancies has been 





*Read in General Clinical Session, Baltimore Day, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, Mary- 
land, November 24-26, 1947. 

*From the Departments of Obstetrics and Gynecology, Johns 
Hopkins University and Hospital. 
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shown to be about 10 per cent.! The in- 
cidence of habitual abortion has been placed by 
Bishop? at 0.41 per cent of all pregnancies, 
though Hertig! believes it might be some- 
what higher. Malpas’ pointed out that the 
majority of spontaneous abortions are due to ac- 
cidental factors but a few are due to recurrent 
factors. It is these recurrent or persistent fac- 
tors which produce habitual abortion. The 
management of habitual abortion offers some 
advantages over spontaneous abortion in general 
in that the past history gives forewarning of 
possible difficulty. If the causative factor can 
be discovered and corrected, the outlook for 
successful pregnancy should be vastly improved. 

Many of the ideas about the etiology of habi- 
tual abortion have been derived from theoreti- 
cal considerations or indirectly from supposed 


response to various therapeutic agents rather 


than from direct study of physiologic processes 
in the patient. Much confusion has arisen from 
the lack of a uniform conception of habitual 
abortion so that many reported series of cases 
include some which probably were not true ha- 
bitual abortion due to a recurrent factor. .There- 
fore, from the practical standpoint of investiga- 
ting the etiology and evaluating the treatment 
of habitual abortion, it becomes imperative to 
decide (1) at what point in a sequence of abor- 
tions it is reasonably certain that a patient has 
(recurrent factor) habitual abortion; and (2) 
what is the expectancy of spontaneous cure 
with successful pregnancy if no therapy is 
given. 

Table 1 summarizes some statistical attempts 
to answer these questions. The basic figures 
used by the three authors (3,4,5) are some- 
what different but the results are similar. After 
only one or two abortions the expectation of a 
subsequent pregnancy carrying to term is con- 
siderable, but after three abortions this ex- 








EXPECTANCY FOR SUCCESSFUL PREGNANCY AFTER 
CONSECUTIVE ABORTIONS: PER CENT OF 
SPONTANEOUS RECOVERY 





Number of Previous Consecutive 











ions 1 2 3 + 

UIE, \ascnrtctskicccssngasinsalenicetndehiaibennecias 78.4 62.0 27.0 6.0 

Eastman 86.8 63.1 16.4 sais 

Council Pharm. & Chem. A.M.A. 70.9 30.5 16.3 16.2 
Table 1 
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pectation falls very low (16-27 per cent) and 
strongly suggests a recurrent factor. On this 
basis it has been suggested* that the term 
habitual abortion be limited to those cases in 
which there have been three or more consecutive 
abortions. (Obviously this does not mean that 
one should wait until that point before search- 
ing for etiological factors in a woman who has 
had any previous abortions. ) 


RESULTS OF STUDY 


A group of 39 patients who conform to the 
above definition of habitual abortion have been 
studied as completely as possible. Medical and 
obstetrical history and examinations were car- 
ried out; laboratory study included blood and 
urine examinations, serological test for syphilis, 
Rh determination, basal metabolic rate, blood 
cholesterol, serum vitamin E, cyclic pregnandiol 
determinations when possible, and pregnandiol 
and chorionic gonadotropin assays repeated fre- 
quently on each case throughout pregnancy. 
The evaluation of the hormonal studies was 
based upon comparison with standard curves for 
normal pregnancy developed in our laboratory 
Examination of the husband’s semen was 
made whenever it could be obtained. A de- 


' tailed evaluation of the data is beyond the scope 


of the present paper and will be published at a 
later date. Some of the pertinent history of 
the cases is given in Table 2. It is clear that 
these women had shown very poor reproductive 
function in the past. 

The occurrence of various deficiencies en- 
countered in these patients is summarized in 
Table 3. There are more deficiencies than 
there are pregnancies studied as some showed 
two or more associated deficiencies. Study of 








PAST HISTORIES OF 39 PATIENTS WITH HABITUAL 
ABORTION 





Ages—21 to 36 
Race—White 23; Colored 16 
Status—Private 20; Clinic 19 














Number of pregnancies studied 43 
Previous pregnancies 155 
Living infants (in 10 patients) 12 
Miscarriage before viability. 26 
Abortion 117 





Abortions per patient — 3.66 








(Every patient had 3 or more consecutive abortions) 


Table 2 
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the individual cases gives more accurate evalua- 
tion of basic etiology than does the tabulation 
given here but time does not permit such a de- 
tailed analysis. The brief summary is an over- 
simplification of the problem but it has the 
advantage of emphasizing some general trends. 

Low thyroid function was by far the most 
common deficiency encountered as it occurred 
in 31 (72 per cent) of the 43 cases, and was 
the sole factor found in 19 (44 per cent). 


Pregnandiol values somewhat below the normal 
range were found in 12 cases (28 per cent). It 
should be noted, however, that 4 of these in the 
aborting group were associated with very low 
chorionic gonadotropin and may have represent- 
ed the terminal condition in dead or dying prod- 
ucts of conception. In only one instance was 
low pregnandiol the sole factor found and this 
may represent a case of late progesterone fail- 
ure; the low output appeared late and was fol- 
lowed by miscarriage in the twenty-eighth week 
before the assay was completed. 

Low chorionic gonadotropin was found in six 
cases and abortion occurred in every case. All 
of these were associated with low thyroid func- 
tion (5 of them untreated for the thyroid de- 
ficiency) and 4 also showed low pregnandiol. 
There is evidence’ that low chorionic gonad- 
otropin is indicative of poor trophoblast. If 
this is true, these 6 pregnancies were hopeless 
of salvage when first seen. The best hope for 
such cases is an improved physiologic status 
with the production of a better pregnancy im- 





DEFICIENCIES ENCOUNTERED IN 43 PREGNANCIES 
HABITUAL ABORTION 








R 
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ES 3.5 3k 3 So 
oo 22 £3 ° 3s 
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er ee Ge eee 22* 9§ 31 19 
lon pape. __. FF 7t 12 1 
lis aia LL... 3f 7 2 
Low chorionic gonadotropin... — 6t 6 0 
Bicornuate uterus —------» == —s — 2 2 1 
No deficiency found..tttu.. 6 1 7 — 





*Treated. 

§No therapy in 6 cases. 

tTreated when time permitted. 

TAll of these showed low thyroid, 5 were untreated. 


Table 3 
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planted in a more favorable environment in the 
future. 

Low serum vitamin E values were found in 
only 7 cases and in all but 2 were associated 
with other deficiencies. 


Bicornuate uterus was present in 2 cases 
but one of these also aborted an abnormal 
fetus. In 7 cases no deficiency was found and 
no treatment given. Six of these patients went 
to term, giving a spontaneous cure rate for the 43 
pregnancies of 14 per cent, a figure very close 
to the statistical expectancy of 16 per cent 
noted in Table 1. 

Treatment was given only on the basis of 
the demonstrated deficiencies in each case using 
thyroid, “progestoral”* or vitamin Et as in- 
dicated. Chorionic gonadotropin was not used 
therapeutically as it seems likely that deficiency 
of this substance indicates a defective preg- 
nancy.’ The group of patients who went to 
term all received the indicated therapy, most 
of these women being under supervision before 
or very early in pregnancy. Thyroid was by 
far the most frequently used agent. In the abor- 
tion group the same plan of therapy was at- 
tempted. ‘However, 6 of the 9 thyroid de- 
ficient patients received no treatment because 
they reported after pregnancy began and abor- 
ted by the time the studies were completed. 
Some other cases in this group were probably 
not salvable when seen. 

The outcome in 43 pregnancies in which study 
and treatment were carried out is shown in 
Table 4. The successful pregnancies are far 
more than would have been expected either 
from past performance of these patients or from 
the statistical probability after 3 consecutive 
abortions. This would seem to indicate that at 
least some of the demonstrated and treated de- 
ficiencies had an etiological relationship to the 
repeated abortions. 

MANAGEMENT 

From the study of this group of cases, a 
general plan of management of habitual abor- 
tion can be derived which may be expected to 
give good return for effort and therapy ex- 
pended, that is, a plan directed at correcting 
the most common deficiencies encountered in 
such cases. 





*Progestoral (Roche-Organon, Inc.) F 
t‘Ephynal” acetate (Hoffmann-LaRoche, Inc.) 
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RESULTS IN 43 STUDIED AND TREATED PREGNANCIES 
HABITUAL ABORTION 




















" Living Successful 
Patients Pregnancies Infants Pregnancies 
Past history _....._ 39 155 12 7.7 
Pregnancy under 
oS eae 39 43 29 67.4 
Expectancy of spontaneous recovery 
Malpas <27.0 
nt ee eee < 16.4 
Council Pharm. & Chem. A. M. A < 16.3 


Table 4 


Early Investigation—The patient with a his- 
tory of repeated abortion should have a thorough 
study before another pregnancy is undertaken. 
General examination should be carried out with 
correction of any factors such as infection or 
anemia. Weight and nutritional status should 
be evaluated. Many of these women show 
slight to moderate obesity and an occasional one 
is underweight. Dietary measures should be 
directed toward an ideal weight. All pa- 
tients with reproductive difficulties should have 
a high protein, high vitamin diet with adjust- 
ment of total calories to favor loss or gain as 
the situation indicates. Inquiry should be made 
into the habits of the patient. Excessive fa- 
tigue, insufficient sleep, nervous tension due to 
overwork or social activities, should be cor- 
rected. Immoderate drinking and smoking 
should be eliminated, particularly as the latter 
often interferes with good nutrition. If the 
husband’s semen examination shows abnormal- 
ities, a similar dietary and hygienic regime 
should be instituted for him. 


Thyroid.—Litzenberg® pointed out the im- 
portance of the thyroid in reproduction many 
years ago but recently it has been overshadowed 
by the newer and more popular steroid hor- 
mones. The occurrence of thyroid deficiency in 
72 per cent of the pregnancies in the present 
series reemphasizes this factor as of first im- 
portance. 


Basal metabolism and blood cholesterol de- 
terminations should be carried out before preg- 
nancy is begun. Both increase progressively 
after the first trimester making accurate evalua- 
tion difficult at a later date. Treatment may 
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be considered indicated if the cholesterol is 
over 225 mg. per cent or the basal metabolic 
rate is below zero. It is recognized that the 
latter criterion varies from the usual allowance 
of minus 10 for the lower limit of normal and 
therefore includes a few patients who may be 
low normals. This is justifiable therapy in indi- 
viduals who give a history of abortions as 
there is some evidence that reproductive dif- 
ficulty may be the most sensitive indicator of 
thyroid deficiency and may be manifest long 
before other clinical signs. Most of these pa- 
tients never develop symptoms and signs of 
definite myxedema. 


Dosage of thyroid should be adjusted to the 
need but large amounts are rarely required. 
Most patients respond well in the range of % 
grain to 2 grains daily. Thyroid treatment should 
be maintained three to four months before preg- 
nancy is attempted. This point of treatment 
with thyroid some months before pregnancy 
has been overlooked frequently and may ac- 
count for some disappointments in its use. It 
should be continued throughout pregnancy 
though reduction in dosage may be necessary 
occasionally in the last trimester. 


Progesterone——The many published reports 
on the use of progesterone in habitual abortion 
are contradictory.' The data on the present 
series suggest that deficiency of progesterone 
alone is rare. Even when associated with 
other deficiencies only 17 per cent of the suc- 
cessfully treated series had any indication for 
progesterone therapy. Of the cases ending in 
abortion 7 (50 per cent) showed low pregnan- 
diol but over half of these were not salvable 
as they had defective pregnancies when first 
seen. Progesterone is desirable for the few 
cases which are deficient but it alone cannot be 
expected to benefit the larger number which 
have no deficiency. However, where facilities 
for pregnandiol determinations are lacking, 
progesterone therapy may be given with no harm 
and occasional benefit. 


The most logical use of progesterone in habi- 
tual abortion, where trouble may be anticipated, 
would seem to be prophylactic treatment in the 
premenstrual period and through the early 
weeks of pregnancy as suggested by Rutherford.? 
This aids in building up and maintaining 
a succulent progestational endometrium during 
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the critical stage of implantation and rapid early 
fetal development. We have used “progestoral”’ 
or one of the other oral preparations of preg- 
neninolone in preference to progesterone be- 
cause it permits continuous therapy without the 
fluctuation involved in intermittent injections. 
Increased convenience to patient and physician is 
obvious. Satisfactory dosage is 30 mg. daily 
divided into three doses beginning 7-10 days 
before the expected menstrual period. If the 
menstrual period occurs indicating that preg- 
nancy is not present, medication is discontinued 
until the latter part of the next cycle. If preg- 
nancy occurs, “progestoral” is continued in the 
same dosage until it is evident from pregnan- 
diol exertion that ample progesterone is being 
produced. When pregnandiol determinations 
are not available, the dosage usually may be 
tapered off in the fourth or fifth month though 
there is no objection except expense to carrying 
it on to the last month. 


Estrogen and Combined Estrogen-Progester- 
one.—The widespread interest in estrogen treat- 
ment proposed by Karnaky!° and the com- 
bined therapy recommended by Vaux and Ra- 
koff!! dictate a comment on this _ subject 
though no estrogens were used in the present 
series. Estrogens were not used because it was 
desired to restrict therapy to substances shown 
to be deficient by test. Entirely adequate 
methods for assay of estrogen status have not 
been available and knowledge of estrogen metab- 
olism in the human is still fragmentary and 
often conjectural. The actual number of assays 
on which Vaux and Rakoff!? base their 
therapy is small. Their fetal salvage of 67 
per cent in a group of 39 patients with two or 
more abortions is only a little above the ex- 
pectancy of spontaneous cure. However, suc- 
cessful outcome in 61 per cent of 18 of their pa- 
tients with 3 or more abortions indicates thera- 
peutic effect. This is not greatly different 
from the 67 per cent salvage in the present 
series. These data may not be as unrelated 
to our own as they seem at first glance, as 
Engle’ has demonstrated in the monkey 
that thyroid increases the utilization of estro- 
gens. 


Vitamin E.—Deficiency of this vitamin was 
not a frequent or apparently very important 
factor. Values below the normal range were 
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found in 7 (16 per cent) of the pregnancies 
studied. The published reports on vitamin E 
therapy in habitual abortion are controversial 
and the Council on Pharmacy and Chemistry of 
the A.M.A.5 found evidence of its effective- 
ness inconclusive. It is harmless and relatively 
inexpensive, however, and may be used prophy- 
lactically before and during pregnancy. Alpha- 
tocoperol in 25 mg. dosage daily is satisfactory 
and will raise low blood vitamin E values to 
normal. 


Limitation of Activity—vVigorous _ sports, 
strenuous activities and hard work are prohibited 
throughout pregnancy. Sedentary work and 
ordinary household duties are permitted without 
restriction but avoidance of excessive fatigue is 
stressed. Bed rest is generally unnecessary for 
long periods but it should be advised for episodes 
of uterine irritability, cramping or bleeding. Coi- 
tus should be omitted for the first 4 months of 
pregnancy and should be discontinued entirely 
if followed by discomfort or cramps. 


CONCLUSIONS 


In the study of habitual abortion cognizance 
must be taken of the expectancy for spontaneous 
recovery. The term habitual abortion should be 
confined to cases in which 3 or more consecu- 
tive abortions have occurred. 


A study has been made of the etiologic fac- 
tors encountered in a series of patients with 
habitual abortion. Low thyroid function was 
found to be the commonest deficiency in the 
series. For the most successful management of 
this deficiency thyroid therapy should be started 
early, preferably several months before the on- 
set of pregnancy. 


Deficiencies in progesterone and vitamin E 
were found to be less common than thyroid. 
When deficiencies occur treatment is indicated 
and prophylactic therapy may be desirable in 
some cases.* 
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A STUDY OF 710 COMPLETE 
LACERATIONS FOLLOWING 
CENTRAL EPISIOTOMY* 


By D. Frank KAtrreiwer, M.D. 
and 

D. McCLetitanp Drxon, 
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For many years, either singly or in groups, 
obstetricians have formulated an opinion con- 
cerning the type of episiotomy they consider the 
best. The followers of central episiotomy are 
just as enthusiastic about the type of episiotomy 
which they use as are the followers of medio- 
lateral. However, most of us have been basing 
our conclusions on impressions rather than actual 
study of the operative procedure. Very little has 
been written about the complications and ulti- 
mate results. The final perineal state is difficult 
to evaluate because years of cbservation are re- 
quired in order to determine the percentage of 
necessary gynecologic repairs. 

This study was initiated in the two clinics to 
determine the immediate incidence, the compli- 
cations and the results of third degree lacerations 
accompanying central episiotomies, since this 
particular accident is always viewed with con- 
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siderable concern by proponents of the medio- 
lateral episiotomy and represents the main point 
of difference in the choice of a central or medio- 
lateral episiotomy. 


Frankly, after analyzing these results, we do 
not know whether they are good or poor because 
of the lack of comparable work. 


At the onset it may be wise to define third 
degree laceration as used in this paper. A third 
degree laceration is one which involves com- 
pletely the sphincter or a portion of the rectum 
with one exception, namely, when the rectum is 
incised or lacerated and the sphincter is intact. 


INCIDENCE 


The rectal lacerations sustained at the Uni- 
versity Hospital, Baltimore, Maryland, from 
1935-1946 and the Baltimore City Hospitals 
from 1938-1946 will form the basis for this 
study. During that period there were 43,503 
deliveries at these two institutions (Table 1). 
There were 15,167 central episiotomies per- 
formed, an incidence of 34.86 per cent. In these 
15,167 central episiotomies there were 710 third 
degree lacerations, an incidence of 4.49 per cent. 
During the same period there were 59 spon- 
taneous rectal lacerations without episiotomy, 
0.25 per cent. We have had little experience 
with the mediolateral type of episiotomy since 
1934, the percentage of rectal lacerations in- 
volved in only 799 cases being 5. We have the 
feeling that this figure is of no statistical value 
since it is too small a number of episiotomies. 
Little! studied the rectal lacerations in 40,000 
deliveries and had 240 extensions, or an in- 





INCIDENCE 


University Hospital, 1935-1946 inclusive 
Baltimore City Hospitals, 1938-1946 inclusive 











Per Cent 
BT 
Spontaneous eee .... 23,643 
I i anidsarpeestininecoiien 59 0.25 
Central episiotomies — 15,167 
Rectal lacerations 710 4.49 
ae ee... TE 
Ge Te CHIE iii tins’ TE 
Mediolateral episi — 799 
TS ai ctcsccserntinernscdeceneniinnate 40 5.0 





Table 1 
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cidence of 0.6 per cent. We do not know the 
type, if any, of episiotomy that was used. 

Our deliveries included both charity and 
private patients. The percentages cannot be ac- 
curately given but should be in the vicinity of 
60-65 per cent charity. This would influence the 
number of extensions into the rectum and we 
believe that this accident is greater with the 
house than with the visiting staff. The records 
of one private obstetrician show an incidence of 
1.7 per cent third degree lacerations in 2,576 
deliveries using central episiotomy without any 
complications, which certainly emphasizes the 
factor of experience. 

As one would expect 92.82 per cent of these 
lacerations were in the primigravid patient; 6.48 
per cent in the para I and 0.7 per cent in pa- 
tients of over para I. Slightly over half were in 
the white race (58.87 per cent) and the re- 
mainder in the colored race (41.13 per cent). 
Age was not a factor: 68 per cent of the pa- 
tients were in the age group between 16 and 25. 
There were 54 patients with lacerations under 
16 years of age and 18 over 35 years of age. 


FETAL POSITIONS 


After analyzing fetal positions (Table 2) in 
patients having rectal lacerations, we wanted to 
compare our results with the incidence of the 
same positions in all patients having central 
episiotomies. Unfortunately, this could not be 
accomplished because the punch card system 
was not in use during the period of study, but we 
were able to determine the fetal positions of the 
entire series of deliveries for the clinic, and 
we used this rate as basis for comparison. 


No correlation can be made between the oc- 
ciput anterior positions because it is not known 
how many episiotomies were done on all occiput 
anteriors. However, it is routine in the clinic 
to do a central episiotomy and forceps delivery 
with a manual or forceps rotation of the fetal 
head. Infrequently, an occiput posterior may 
deliver spontaneously as such without an 
episiotomy, but almost always the delivery is 
terminated by low forceps and a central episiot- 
omy. It can, therefore, be assumed conserva- 
tively that 98 per cent of all patients delivered 
in this clinic from an occiput posterior or trans- 
verse position had a central episiotomy. The 
total incidence of these two positions in rectal 
lacerations was five times the incidence in the 
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clinic as a whole. The occiput posterior as such 
seems to.be the greatest offender since it was 
found in 16 per cent of rectal lacerations and 
in only 2.5 per cent of the entire series. 

Breech extractions do not seem to be a factor. 
Most authors recommend in delivering a breech 
that a wide and deep episiotomy be made. The 
teaching in this clinic evolves around the dictum 
that in order to use the suboccipitobregmatic 
diameter of the head during delivery of a breech, 
the flexion of the head must be made while the 
occiput is still inside the pelvic cavity and be- 
hind the symphysis pubis. This will probably 
explain the low incidence of extensions of the 
perineum in this group of patients. 


TYPES OF DELIVERIES 


In Table 3 one can compare the types of de- 
liveries in this series and in the whole clinic. 





RELATIONSHIP OF FETAL POSITION 





Per Cent Per Cent Per Cent Per Cent 















































Occiput 
anterior _ 443 62.40 38,102 89.38 
Occiput 
posterior 144 20.28 1,609 3.75 
As such : 116 16.36 1,046 2.45 
Manual rotation 7 0.97 246 0.58 
Forceps 
rotation 21 2.95 317 0.72 
Occiput 
transverse 100 14.08 1,664 3.88 
Manual 
rotation - 45 6.34 719 1.67 
Forceps 
rotation —.. 55 7.74 945 2.21 
Breech 
extractions -.. 23 3.24 1,267 2.99 
710 100.00 42,642 100.00 
Table 2 
TYPES OF DELIVERIES 
3° Lacerations Clinic 
Type No. Per Cent No. Per Cent 
EE, ctsntetecmaninictnincn Oe 1.70 23,643 54.32 
Lew forceps ———.__._...... 47 90596 15,773 36.25 
ae ance 39 4.08 407 1.05 
NE, Beiinnniictnoncrentt Oe 3.24 1,267 2.91 
Gee SiS ck 0 0.00 2,413 5.47 
Tei un. tee ee 43,503 100.00 
Table 3 
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The most outstanding observation is the high 
incidence of low forceps. It may be said with- 
out fear of contradiction, that if elective low 
forceps had not been used routinely, and all 
patients, if possible, delivered spontaneously, 
the incidence of rectal lacerations would be ex- 
ceedingly low. This point of view would not take 
into consideration what the ultimate perineal 
support would be like. 


PROLONGED LABOR 


In 17.36 per cent of the patients with rectal 
lacerations prolonged labor was present. This is 
four times the clinic rate, which may represent 
an increased incidence of the more difficult type 
of delivery. More trauma to all the soft tissues 
is usually obtained in the more difficult de- 
livery. The tissues of the pelvis and perineum 
become more friable and congested with pro- 
longed labor and more extensions can be ex- 
pected. 


SIZE OF BABY 


Table 4 illustrates that the weight of the baby 
was no factor in the incidence of rectal lacera- 
tions. Actually, the size of the baby was slightly 
smaller than the average clinic rate. This slight 
decrease in weight is probably due to the fact 
that 92.83 per cent of these patients were primi- 
gravidas. 


DIAMETERS OF THE OUTLET 


The large majority of the transverse ischii of 
the outlet that were studied in 160 patients 
ranged from 8.0 to 10.9 cm. We do not feel 
that this figure has any significance at all, be- 
cause of the variation in individual measurements 
of different obstetricians. With one experiment 
of this nature five obstetricians measured the 
same outlet and the transverse ischii varied from 
8.5 to 11.0 cm. No conclusions could be drawn 
unless x-ray measurements were obtained. Al- 
most all authors state that the width of the 
transverse ischii is a factor in rectal lacerations. 
We are inclined to agree with them but cannot 
prove it (Table 5). 


IMMEDIATE REPAIR OF LACERATION 


When a central episiotomy has been done and 
the delivery completed, it is our custom to pal- 
pate the episiotomy incision with the finger in 
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order to find out whether there are any open- 
ings in the rectal wall above the intact sphincter. 
This is done for two reasons. The type of acci- 
dent which Findley? describes can occur, in 
which the chin, shoulder or elbow can lacerate 
through into the rectal lumen without involving 
the sphincter, or, if the perineum is extremely 
short in the cephalad direction, the rectovaginal 
septum being extremely close to the outlet, when 
the perineum is incised with scissors, the rectal 
wall may be incised at the same time. This has 
occurred on several occasions. Extreme care in 
doing the episiotomy should be used in this type 
of perineum. When an opening is found with 
the sphincter intact, the laceration is made a 
complete one by incising in the midline through 
the sphincter, transverse perinei profundus and 
anterior rectal wail up to the opening in the 
rectum. This transforms the rectal opening into 
a complete laceration. Our experience has been 
that if this is not done, rectovaginal fistulae re- 
sult in a very high percentage of patients. Cut- 
ting or laceration of the sphincter paralyzes that 








WEIGHT OF THE INFANT 


Clinic Rate* Rectal Lacerations 





Grams Per Cent Per Cent 
IS TI ectietiecciciniteiiine 0.3 0.4 
2000 - 2499 __..... 3.9 44 
PS ee ee ee 24.5 
3000 - 3499 42.7 
3500-3999 22.2 
4000 - 4499 1.0 








*Taken from average weight of infants in hospital delivery from 
Potter and Adair’s ‘‘Fetal and Infant Mortality.” 
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TRANSVERSE ISCHIAL MEASUREMENTS IN 160 PATIENTS 








No. Per Cent 

Up to 6.9 cm. ..... : iegancucengaa ae 0.65 
4 i | YL LSE ER ne a Le 11 6.85 
oe Te I aii re eceinied 42 26.25 
9.0 to 9.9 cm. ee eee 45.60 
SD Ga BP i aie tient TE 16.25 
SED Or TR GR a teenie '§ 3.75 
12.0 to 12.9 em. ee 0.65 








Table 5 
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muscle for some time and promotes more rapid 
and uncomplicated healing. This practice of cut- 
ting the sphincter is at times used by gyne- 
cologists to promote healing of a rectovaginal 
fistula in a chronic case without other operative 
work. 


The repair is started at the apex of the rectal 
laceration using interrupted sutures of no larger 
than O chromic catgut placed about 0.5 to 1.0 
cm. apart. The knots are tied in the lumen of 
the bowel. This decreases the amount of catgut 
that is buried. The sutures go through the entire 
rectal wall since it is so thin that it is difficult 
to include only part of the wall and still obtain 
good approximation without tension. The in- 
terrupted sutures should be carried past the 
anal region into the skin of the perineum. This 
is important because after the sphincter ani has 
been approximated, the anal and rectal walls 
turn in and difficulty will be found in approxi- 
mating the lower perineal skin. A continuous 
suture may be used. 


The rectal wall is now intact. The sphincter 
ani is then grasped with two Allis clamps and 
one mattress or figure of eight suture is used 
to approximate the ends. The same is done for 
the transverse perinei profundus. The remainder 
of the procedure is similar to any episiotomy re- 
pair. We use interrupted or continuous sutures 
in the muscle, continuous sutures in the fascia, 
continuous locked sutures in the vaginal mucosa 
and a continuous subcuticular stitch in the skin 
of the perineum. The tissues should be ac- 
curately approximated but without tension. 
Empty spaces must not be left and all bleeding 
must be controlled to prevent the formation of 
hematomata. 


AFTER CARE OF THE PERINEUM 


The majority of authors follow the routine of 
low residue diets, opiates and constipation, fol- 
lowed at a later date with oil retention enemas, 
accompanied by perineal care and frequent 
painting with an antiseptic solution. Other 
authors, few in number, allow the puerperal 
period to progress as in an uncomplicated de- 
livery, using only perineal care and antiseptic 
solutions. Our treatment, or lack of special 
treatment, more nearly coincides with the latter 
group. The routine cathartic, usually licorice 
powder or castor oil, is given in approximately 
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forty-eight hours after delivery. Perineal care 
is given following defecation and one more time 
during the day. Actually the only deviation 
from the normal puerperal routine is the use of 
enemas. If they are indicated, they are given 
only with extreme care and with reluctance. 
There was at least one patient in this series who 
we felt developed a rectovaginal fistula because 
the enema was given without care. 


MORBIDITY 


The morbidity for the entire series was 18.73 
per cent; the entire clinic rate is 7.86 per cent 
for the same period of time. The morbidity is 
a corrected one. It refers in the clinic rate to 
endometritis alone, and excludes pyelitis, mas- 
titis, upper respiratory infections, and so on. 
The same holds true for this particular series, 
so that it includes endometritis and perineal 
infection. This rate is two and one-half times 
the average for the clinic and definitely is in- 
creased by rectal lacerations. Prolonged labor 
probably plays some part in this since it was 
four times more prevalent in this group than for 
the whole clinic. 


COMPLICATIONS 


Stander’ says that one-third of all rectal lac- 
erations will show some complication. In Little’s' 
series the incidence of complications was 12.5 
per cent, or 30 in 240 lacerations. Our incidence 
very closely approximates Little’s results. There 
were 93 patients who had some kind of com- 
plication (Table 6), or 13.09 per cent. Thirty 
of these we do not consider to be of serious 
nature, namely, skin separation (3.25 per cent) 
and edema (0.98 per cent). There were, how- 
ever, 63 patients (8.87 per cent) who had what 
we consider a serious complication. There was 
mild skin separation with infection in 18 (2.53 
per cent). A sinus from the vagina to the 
perineal body was found in 14 (1.98 per cent). 
A breakdown of the incision down to the sphinc- 
ter, but not involving it or the rectum, was 
experienced in 15 (2.11 per cent). Three of 
these breakdowns were secondarily repaired suc- 
cessfully on the tenth, eleventh and twenty- 
third days respectively. The most serious com- 
plication, rectovaginal fistula, occurred in 16 
patients (2.25 per cent). 

Fortunately, the final results as seen at ex- 
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amination for postpartum checkup and follow-up 
is not nearly so terrifying; 61.13 per cent of all 
these patients were seen at six weeks examina- 
tion. One may assume that if the 38.87 per cent 
who did not return had experienced any dif- 
ficulty, they would have returned for examina- 
tion. Thirty of the complicated patients did not 
return. One of these had a rectovaginal fistula 
in the hospital. Eight had skin separation with 
infection, four had a breakdown of the wound, 
and four had sinus formation. The remainder 
had minor complications. Of those that reported, 
five still had rectovaginal fistulae, ten had healed 
spontaneously and one did not return. There 
were no further complications on final examina- 
tion. Of the rectovaginal fistulae that remained 
at final examination, one was repaired at 10 
weeks, one at one year, one at two and one-half 
years; another at one year with breakdown re- 
paired successfully at two years; the last was 
repaired at six years and again at seven years 
with success. The end results in all five were 
good (Table 7). 

In this combined series of charity and private 
patients a rectovaginal fistula occurred once in 
2,719 deliveries (Table 8), and once in 948 
central episiotomies. A rectovaginal fistula will 
need repairing one time in 8,700 deliveries and 
3,055 central episiotomies. 


Other complications such as sinuses, break- 
downs and skin separations, with or without in- 








COMPLICATIONS IN THE HOSPITAL AND FINAL 





EXAMINATION 
Hospital Final 
Not 
Type No. Per Cent No. Per Cent Exam. 
Skin separation - 23 3.25 0 0.00 8 
Skin separation with 
infection - ; ptt Oe 2.53 0.00 8 
ee ee 0.98 0 0.00 5 
Sinus into perineum _. 14 1.98 0 0.00 4+ 
Breakdown (not into 
rectum) * 15 2.11 ie) 0.00 4 
Rectovaginal fistulat 16 2.24 5 0.74 1 
Total 93 13.09 5 0.74 30 





*Three of the 15 breakdowns were repaired successfully on the 
tenth, eleventh and twenty-third days. The remainder healed 
completely in 6 weeks. 

tThree rectovaginal fistulae appeared at final examination which 
were not found in the hospital. 
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fection, will heal satisfactorily by secondary in- 
tention without much scar tissue. The break- 
downs may be treated by secondary repair in 
the hospital after the infection has subsided. 


DISCUSSION 


The incidence of third degree lacerations in a 
mixed group of patients is 4.49 per cent when 
the central type of episiotomy is used. The in- 
cidence in the private group is not nearly so 
high, probably because of the increased amount 
of experience in the handling of this operative 
procedure. There the incidence is approximately 
1.7 per cent. 


Etiologically, the following factors seem to 
play the most prominent role in the order of 
their importance: the use of elective or pro- 
phylactic low forceps, experience, occiput pos- 
terior and occiput transverse, prolonged labor 








RECTOVAGINAL FISTULAE 
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Unnoticed in hospital 3 
Healed spontaneously in 4 months 2 








Repaired one year postpartum, broke down and 
repaired again successfully 2 years postpartum 1 


(2) Well healed at 6 weeks ination 7 
(3 


(4) Healed spontaneously 12 weeks postpartum. Was 
allergic to catgut 1 


Repaired 4 
10 weeks 





Did not return for examination ...-_»_-_»__E 1 
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Table 7 








CONCLUSIONS ON RECTOVAGINAL FISTULAE 
BASED ON THIS STUDY 





(1) Occurrence 
1 in 2,719 deliveries 
1 in 948 central episiotomies 





(2) Healed spontaneously 
1 in 3,955 deliveries 
1 in 1,377 central episiotomies 





(3) Repaired 
1 in 8,700 deliveries 
1 in 3,055 central episiotomies 








Table 6 


Table 8 
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and possibly the width of the transverse ischii 
diameter. The advantage of elective low forceps 
delivery from the standpoint of the baby seems 
to outweigh by far the ultimate complications 
to the patients, as has been reviewed in Table 8. 

Experience seems to be the next greatest 
factor. This statement is self-evident and needs 
no discussion. 


The fetal position and presentation play a 
role. The incidence of rectal lacerations is very 
high in occiput transverse and occiput posterior 
positions, regardless of forceps rotation, manual 
rotation or delivery of the posterior as such. The 
latter, occiput posterior as such, is probably the 
greatest offender. It may be wise to teach the 
use of another type of episiotomy when handling 
occiput posterior and transverse positions until 
experience has been gained. Occiput anterior 
and breech deliveries do not seem to play a part. 
In other abnormal presentations such as brow, 
face or military attitude, the experience has been 
so small that no definite statement can be made, 
but probably they should be classified with the 
posterior and transverse positions. The trans- 
verse lie with internal podalic version and breech 
extraction and breech delivery should fall in 
the same group together. 


The weight of the baby does not seem to play 
a major role, probably because the majority of 
these deliveries are in the primigravid. 

Prolonged labor definitely plays a part, 
whether because the delivery has a much higher 
incidence of indicated difficult extractions, or 
because the tissues become more friable and less 
resistant to infection. 


No definite statement can be made concern- 
ing the transverse ischii diameter as a factor, 
although almost all authors say that it is a 
factor in the incidence of rectal lacerations. 

There were five rectovaginal fistulae in these 
43,503 deliveries, or one in 8,700 deliveries, 
which required secondary, and on two occasions, 
tertiary repair to obtain an ultimate good result 
to the patient. We feel (although it will be im- 
possible to prove in less than 25-30 years) that 
the incidence of further gynecologic operative 
plastic repairs on those patients whom we have 
handled throughout their pregnancies from the 
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first one on will be considerably lower than in 
those groups of patients who receive a medio- 
lateral episiotomy routinely. 


Two office gynecologists in Baltimore have 
the privilege of seeing many patients for contra- 
ceptive advice in whom the two major types of 
episiotomy have been done. It is their opinion 
that the perineal support following central 
episiotomy is by far better than that seen in the 
patients who have a mediolateral. Their success 
in adequately fitting diaphragms is considerably 
higher in the first group. 


ADVANTAGES OF CENTRAL EPISIOTOMY 


We have just discussed the main disadvan- 
tages of central episiotomy. What are the ad- 
vantages? After twelve years experience with 
this type of episiotomy as.a routine, the follow- 
ing impressions have been gained: 


(1) It increases the soft tissue anterior pos- 
terior diameter, which is the most available 
diameter at the outlet. 

(2) When a spontaneous tear occurs, it 
usually extends into the median portion of the 
perineal body. 

(3) There are few vaginal lacerations. 

(4) The anterior vaginal wall is protected by 
increasing the anterior-posterior diameter. 

(5) When rectal lacerations do occur, they 
are not ragged and are generally in the midline. 

(6) Elective perineorrhaphies may be done 
when indicated. 

(7) The incision is more protected from 
trauma during the puerperium. There is less 
tension on the episiotomy on motion of the 
patient. 

(8) The episiotomy is simple to repair. The 
muscles are cut in the median raphe rather than 
through the body. of the muscle. 

(9) There is a minimum of pain and dis- 
comfort postpartum. 


(10) There are few minor infections and 
breakdowns. 


(11) The final result is very good and the 
tissues are returned normally to their prepartum. 
state. 
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SUMMARY 


(1) The incidence of third degree lacerations 
in central episiotomies is 4.49 per cent. 

(2) The main factors increasing the incidence 
of rectal tears is the use of low forceps delivery, 
experience, handling of occiput posterior and 
occiput transverse positions, prolonged labor. 
The transverse diameter of the outlet and the 
size of the baby may or may not play a part. 

(3) The morbidity rate is elevated. 

(4) The complications in the hospital are 
13.09 per cent, of which about two-thirds are 
major in type. 

(5) One may expect a rectovaginal fistula 
once in 2,719 deliveries and 948 episiotomies; 
one rectovaginal fistula will heal spontaneously 
in 3,955 deliveries and 1,377 episiotomies; one 
rectovaginal fistula will need repairing in 8,700 
deliveries and 3,055 episiotomies. 

(6) Rectal lacerations are not increased in 
breech delivery. 

(7) The advantages and disadvantages of 
central episiotomy are discussed. 


(8) A method of repair and aftercare is 
given. 
CONCLUSIONS 


(1) In mediolateral and central episiotomies 
the incidence of rectal lacerations is the same. 


(2) It is probably advisable not to use a 
central episiotomy when handling occiput pos- 
terior and occiput transverse positions until ex- 
perience is gained in the use of central episi- 
otomy. 

(3) Prolonged labor, elective low forceps and 
inexperience are factors in increasing the inci- 
dence of rectal lacerations. 


(4) Central episiotomy is a satisfactory 
episiotomy in 93 per cent of deliveries, depend- 
ing upon the length of experience with the 
episiotomy. 

(5) It is hoped that this paper will stimulate 
other clinics to analyze their results on episi- 
otomies. 
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VINBARBITAL SODIUM FOR OBSTETRIC 


AMNESIA, ANALGESIA AND 
ANESTHESIA* 


A REPORT OF 3,000 CASES* 


By Mitton Situ Lewis, M.D. 
and 
James B. Bopptr, Jr., M.D. 
Nashville, Tennessee 


This study is a continuation of our previous 
report! on the use of vinbarbital sodium for 
obstetric amnesia, analgesia and anesthesia. 


Since the publication of our first report, we 
have had the opportunity to observe its effects 
on a much larger number. Our observations in- 
dicate that vinbarbital sodium can be used with 
relative safety for the mother and with minimal 
effect upon the infant. Administration is simple 
and does not require the attendance of an anes- 
thetist. Restlessness, a great disadvantage of 
barbiturates, can be easily and readily controlled. 
And finally, it is effective in a large percentage 
of patients. 

It is not the purpose of this study to claim 
that vinbarbital sodium is an ideal agent for the 
production of obstetric analgesia and anesthesia, 
but we have used it in 3,000 deliveries with very 
satisfactory results for both the mother and 
the infant. 

The material presented in this report repre- 
sents 3,000 patients, 1,000 who were attended 
by the senior author, and 2,000 who were at- 
tended by the various obstetricians and residents 
of this hospital. The patients were divided into 
two main groups for tabulation and analysis. 

Group 1.—Included in this group were 2,444 
patients, 1,501 of whom were primiparas and 
943 multiparas. All patients received vinbarbital 
sodium orally in combination with scopolamine 
and in addition vinbarbital sodium intravenously 
for the completion of labor. 

Group 2.—Included in this group were 556 





*Read in Section on Obstetrics Southern Medical Association, 
on — Annual Meeting, Baltimore, Maryland, November 


*From the Department of Obstetrics, St. Thomas Hospital, 
Nashville, Tennessee. 

*Vinbarbital sodium is the non- proprietary name for sodium 
5-(1-Methyl-1-butenyl) barbiturate, and is distributed under the 
name of ‘Delvinal’’ sodium. The material used in this study 
was provided through the courtesy of the Medical Research 
Division, Sharp & Dohme, Inc., Philadelphia, Pa. 
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patients. One hundred and eighty-eight were 
primiparas and 368 were multiparas, to whom 
vinbarbital sodium intravenously was the only 
analgesia and anesthesia administered. 


GROUP 1 


Method of Administration—In our previous 
experience with the various barbiturates for the 
alleviation of pain during labor, three to six 
grains in combination with scopolamine was in- 
sufficient in the majority of instances to pro- 
duce satisfactory amnesia and analgesia. Vin- 
barbital sodium then was administered in in- 
creasing amounts until the desired effect was 
obtained. After careful study it was determined 
that the average oral dose was nine grains. 


The initial dose of nine grains of vinbarbital 
sodium with 1/150 grain of scopolamine was 
given when the patient was in active labor with 
uterine contractions recurring every four to five 
minutes, or at any time the patient was com- 
plaining. Thereafter, 1/200 grain of scopolamine 
was given each hour as needed to maintain 
amnesia and analgesia. The number of scopola- 
mine injections varied from one to three and 
the average patient received two injections. Vin- 
barbital sodium ten to twenty grains, admin- 
istered intravenously, was the anesthesia used 
at the time of delivery. 

If, at any time during the course of labor, 
however, the patient became unduly restless, the 
intravenous administration of five to ten grains 
of vinbarbital sodium was given immediately and 
repeated as necessary. 

Earlier in this study, restlessness was con- 
trolled at the time of delivery with local anes- 
thesia. This was used in fifty-five patients. 
Later it was found that additional vinbarbital 
sodium was more effective and, furthermore, it 
had the added advantage that it could be given 
at any time the patient became restless. 


Dosage.—The average dose of vinbarbital 
sodium was nine grains orally and ten grains 
intravenously. The largest combined dose was 
38 grains, 18 grains orally and 20 grains in- 
travenously, in a 46-hour labor without any 
deleterious effect upon the mother or infant. 
Fourteen per cent of the patients in Group 1 
received five grains intravenously, 50 per cent 
received ten grains, 25.4 per cent received fifteen 
grains, 9 per cent received twenty grains and 





LEWIS AND BODDIE: VINBARBITAL SODIUM IN OBSTETRICS 


821 





0.6 per cent received 25 grains. 


As may be seen, there was a wide variation 
in dosage of the vinbarbital sodium adminis- 
tered intravenously. This depended entirely on 
the response of the patient, and we endeavored 
to individualize the dose to the patient. There- 
fore, some received only five grains while others 
required as much as 25 grains, and three pa- 
tients had more than 25 grains intravenously. 
The majority (50 per cent) required 10 grains 
both for the successful control of restlessness and 
the completion of labor. In no case did these 
doses cause any depression or retardation of 
labor. 


Time Interval_—Sixteen per cent of Group 1 
received vinbarbital sodium orally with scopola- 
mine from one to two hours before delivery, 
38.8 per cent within two to four hours of de- 
livery, 28.4 per cent within four to eight hours 
of delivery, 9.7 per cent within eight to twelve 
hours, 5.6 per cent within 12 to 18 hours, and 
1.1 per cent within 18 to 30 hours before de- 
livery. 


Seventy per cent of Group 1 had complete 
amnesia from vinbarbital .sodium orally with 
scopolamine. 


Thirty-eight per cent of the patients received 
vinbarbital sodium intravenously from 10 to 40 
minutes before delivery, 26 per cent from 40 
to 60 minutes, 20 per cent from one to two 
hours, 11.6 per cent from two to four hours, 
3.3 per cent from four to six hours, and 1.7 per 
cent from six to ten hours prior to delivery. 


Amnesia was complete in all instances after 
the intravenous administration of vinbarbital 
sodium. 








ANALYSIS OF 2,444 CASES ACCORDING TO PARITY 
AND TYPE OF DELIVERY 














Spontaneous Operative 
delivery__1,144 46.6 per cent delivery.1,307 53.3 per cent 
Primiparas 486 Primiparas —....1,015 
Multiparas 651 Multiparas _..... 292 
Low forceps 1,151 88.0 per cent 
II IIE, sacspereersesisinenisoessiintstensanisitbiieial - 106 7.3 percent 
Midforceps 46 3.5 percent 
Version 4 0.3 per cent 





(7 twin deliveries 2,451 infants) 
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Among the 2,444 patients in this group, spon- 
taneous delivery occurred in 1,144, or 46.6 per 
cent. Operative delivery occurred in 1,307, or 
53.3 per cent. Although the operative deliveries 
were increased in this group, 61.4 per cent were 
primiparas and 88 per cent were elective forceps. 
Of the remaining operative cases, there were 
106 breech extractions, 46 midforceps deliveries 
and four versions. 

The stillbirth and neonatal mortality rates for 
the 2,451 infants in Group 1 (seven sets of 
twins) are shown in Table 2. There were 43 
cases in which the infant was lost, giving a total 
stillbirth and neonatal mortality rate of 1.8 per 
cent. Among the 43 babies that were lost, 
thirteen died before the onset of labor: three 
macerated infants, two prolapsed cords, two 
monstrosities, two pre-eclampsia, one eclampsia, 
and three unknown. All, of course, were in no 
way affected by the drugs used. 


Among the ten infants that died during labor 
there were three prolapsed cords, two of abruptio 
placentae, one placenta previa, one case of con- 
traction ring in which version and breech extrac- 
tion was performed, one case of shoulder 
dystocia, and the cause of death was unknown 
in two instances. 

Among the twenty remaining neonatal deaths 
there were nine non-viable infants, including 
three sets of twins. The drugs were in no way 
responsible for their deaths. There were two full 
term infants with erythroblastosis who died 12 








FETAL MORTALITY 





23 Stillbirths 
saa before the onset of 10 Died during labor 
r 


3 Prolapsed cords 

2 Abruptio placentae 

1 Placenta previa 

1 Contraction ring, version 
1 Shoulder Dystocia 

2 Unknown 


20 Neonatal Deaths 


3 Macerated infants 
2 Prolapsed cords 

2 Monstrosities 

2 Pre-eclapsia 

1 Eclampsia 

3 Unknown 


a 


Full term infants 14 Premature infants 


9 Non-viable (3 sets of twins) 
3 Cerebral hemorrhage 
(786 M. twins, one 7% 


1 Second twin, version, 8 M. 
1 Atelectasis, 73% M. 


Total Infants Lost 43 
Gross mortality 
Corrected mortality 


4 Congenital atelectasis 


2 Erythroblastosis 





1.8 per cent 
0.4 per cent 
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and 48 hours after spontaneous delivery. Diag- 
nosis was confirmed at autopsy. 

There were four full term infants who died 
from congenital atelectasis 12, 33, 36 and 42 
hours after delivery. Two were delivered spon- 
taneously and two by easy low forceps. Three 
were slightly asphyxiated at birth and one was 
not. Three seven and one-half months infants 
(one set of twins) died from cerebral hem- 
orrhage. One seven and one-half months infant 
lived 43 hours, and one second twin, eight 
months, version and breech extraction, markedly 
asphyxiated, was lost. 

If we are allowed to deduct the thirteen that 
died before the onset of labor, nine non-viable 
infants, three prolapsed cords, two cases of ery- 
throblastosis, two of abruptio placentae, one 
placenta previa, one contraction ring with 
version, and one shoulder dystocia, our cor- 
rected fetal mortality was eleven infants, or 0.4 
per cent. 


GROUP 2 


Vinbarbital sodium intravenously was the only 
analgesia and anesthesia used in this group. The 
amount necessary for a spontaneous or an opera- 
tive delivery with repair was somewhat smaller 
than in the first group. 


Five hundred and fifty-six patients in this 
group in whom delivery occurred in one to two 
hours after admission to the hospital received 
an initial dose of ten to fifteen grains of vin- 
barbital sodium intravenously as soon as pos- 
sible after admission. If the initial dose was not 
sufficient to produce satisfactory analgesia and 
anesthesia, an additional five to ten grains were 
administered. The average dose was fifteen 
grains and the maximal dose did not exceed 25 
grains. 


Thirteen patients, or 3 per cent, received 
only five grains intravenously, but three of these 
had local anesthesia and five were delivered 
within 30 minutes after admission. Forty per 
cent received ten grains, 44 per cent received 
fifteen grains, 12 per cent received twenty grains, 
and 1 per cent received twenty-five grains. 


Fifty-eight per cent of the patients in Group 2 
received vinbarbital sodium intravenously within 
30 minutes before delivery, 20.3 per cent within 
30 minutes to one hour, 15.8 per cent within one 
to two hours, 3 per cent within two to four 
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hours, and 2.6 per cent within four to six hours 
prior to delivery. 

It is likely that intravenous vinbarbital sodium 
finds its greatest field of usefulness in this group. 
The “screaming” parturient who is nearing the 
end of her labor can be rapidly and effectively 
calmed with an injection of the drug. 

There were sixteen patients, or 2.8 per cent, 
in this group in whom restlessness at the time 
of delivery was effectively controlled by local 
anesthesia. 


Included in this group were two patients with 
primary uterine inertia who could not be given 
sufficient vinbarbital sodium to complete am- 
nesia without retarding labor. They were given 
five grains of vinbarbital sodium intravenously 
and delivery was completed under local anes- 
thesia. 

Complete amnesia was obtained in 99 per cent 
in this group. 

Among the 556 patients in this group, spon- 
taneous delivery occurred in 331, or 59.1 per 
cent. Operative delivery occurred in 229, or 40.8 
per cent. The incidence of operative deliveries 
in Group 2 was less than in Group 1, but 66 per 
cent of the patients in this series were multip- 
aras. Of the operative deliveries, 78.4 per cent 
were elective or outlet forceps. Of the remaining 
operative deliveries, there were 38 breech extrac- 
tions, eight midforceps deliveries, and three 
versions, showing rather conclusively that vin- 
barbital sodium in no way retards labor and is 
equally effective in both spontaneous and opera- 
tive delivery. 

The stillbirth and neonatal mortality rates 
for 560 infants in this group (4 sets of twins) 
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are shown in Table 4. There were seventeen 
instances in which the infant was lost, giving a 
total stillbirth and neonatal mortality of 3.03 per 
cent. Among the seventeen babies lost, however, 
ten died before the onset of labor. There were 
four macerated infants (one in a diabetic 
mother), two patients with severe pre-eclampsia 
(7% months and 8 months), one eclampsia, one 
full term infant in whom the cord was found 
wrapped tightly around the neck, one hydro- 
cephalic monster (paracentesis), and one full 
term infant in which the mother had not felt 
life for four days prior to labor and in whom on 
admission to the hospital, no fetal heart was 
heard. 

There were seven neonatal deaths, one full 
term infant with erythroblastosis and six pre- 
mature infants. Of the six premature infants 
there were three nonviable babies including 
twins, one abruptio placentae at seven months 
and two seven and one-half months babies; 
neither was asphyxiated at birth and they lived 
18 and 24 hours. If we are allowed to deduct 
the ten infants that died before the onset of 
labor, the three non-viable infants and the ery- 
throblastotic infant, our corrected fetal mor- 
tality was three infants, or 0.05 per cent. 


EFFECT ON INFANTS 


Classification of Asphyxia—Infants were 
classified as mildly asphyxiated if the initial 
respiration was delayed for thirty seconds or 
more and required clearing of the air passages 
and carbon dioxide and oxygen for resuscitation. 

Infants were classified as moderately asphyx- 
iated if the initial respiration was delayed more 
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Spontaneous Operative 
delivery.._331 59.1 per cent delivery.__.229 40.8 per cent 
Primiparas 77 Primiparas — 111 
Multiparas _..251 Multiparas —... 117 
No. 
Low forceps 180 78.4 per cent 
Breech extractions 38 16.5 per cent 
Midforceps 8 3.4percent 
Version 3 1.3 percent 
(4 twin deliveries. 560 infants) 
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10 Stillbirths 
(All died before the onset of labor) 


4 Macerated infants 1 Hydrocephalic (paracentesis) 
2 Pre-eclampsia 1 Cord around the neck 
1 Unknown 


1 Eclampsia 
7 Neonatal Deaths 
6 Premature infants 


3 Non-viable (1 set of gM 
1 Abruptio vines M. 
2 Atelectasis (7% M 


Total infants lost 17 
Gross mortality 3.03 per cent 
0.05 per cent 


1 Full term infant 
Erythroblastosis 
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than sixty seconds and required tracheal cath- 
eterization in addition to carbon dioxide and 
oxygen for resuscitation. 


Infants were classified as markedly asphyxi- 
ated if the initial respiration was delayed more 
than two minutes and required tubing plus 
the above procedures with the occasional use of 
analeptics as coramine, adrenalin or alpha- 
lobelin. 


It should be borne in mind that factors other 
than the drugs used for analgesia may operate 
to reduce the reflex irritability of the newborn: 
prematurity, parity and age of the mother, 
operative delivery other than low forceps, pro- 
longed labor, dystocia, dislocation of the cord, 
dry labor, abnormal positions, premature sep- 
aration of the placenta, placenta previa, toxemia 
and accidents of labor. 


We were unable to demonstrate any definite 
relationship between the amount of the drug 
or the time of administration and the condition 
of the infant at birth, but there does seem to be 
an extraordinary variability in the manner in 
which different infants react to identical con- 
ditions. 


The color of all infants was good except in 
the markedly asphyxiated group. The only dif- 
ficulty encountered in the establishment of 
respiration was in this group and the majority of 
those responded to resuscitation. 


Resuscitation of the newborn should be 
initiated immediately after the head is born. 
The nose and mouth should be cleansed with 
gauze and the mucus aspirated from the nose and 
respiratory tract before the infant takes its first 
gasp. Much mucus can be aspirated which other- 
wise would be inspired into the trachea on the 
first respiration. After the delivery is completed, 
the feet are grasped and holding the head down, 
neck extended, the trachea is further milked or 
the Emerson resuscitator is used to aspirate the 
remaining mucus from the nose, throat and 
trachea. 


Particular emphasis should be placed on the 
preservation of body temperature. Too many 
physicians not only fail to begin resuscitation 
immediately after the head is delivered, but they 
do not realize that preservation of temperature 
is one of the most important factors in resusci- 
tation of the newborn. We have found that 
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close attention to these details will reduce the 
incidence of asphyxia. 


Group 1.—There were 2,428 living babies de- 
livered in this group: 79.8 per cent breathed 
and cried spontaneously; 13.2 per cent were 
classified as slightly asphyxiated and required 
only carbon dioxide and oxygen for resuscita- 
tion. One hundred and thirty-eight, or 5.6 per 
cent were classified as moderately asphyxiated 
and required tracheal catheterization in addition 
to carbon dioxide and oxygen. Twenty-eight in- 
fants, or 1.1 per cent, were markedly asphyxiated 
and required tubing in addition to the above 
procedures. In other words, 93 per cent of all 
the infants in Group 1 were in satisfactory 
condition at birth. 


Group 2.—There were 550 living babies in 
this group and 85.4 per cent breathed and cried 
spontaneously, 9.8 per cent were slightly asphyx- 
iated, 4.5 per cent were moderately asphyxiated, 
and one infant was markedly asphyxiated. 
Ninety-five per cent of all infants in Group 2 
were in a satisfactory condition at birth. 


The incidence of asphyxia and fetal mortality 
in relation to prematurity is shown in Table 6. 
Our results are similar to those published, in- 
dicating a greater incidence of asphyxia and 








EFFECT OF THE DRUG ON 2,978 LIVING INFANTS 


























Group One = Two Total 
Asphyxia (2,428 Infants) (550 Infants) (2,978 Infants) 
Per Cent Per Cent Per Cent 
None 79.8 85.4 80.9 
Slight — 13.2 9.8 12.6 
Moderate 5.6 4.5 5.4 
es FS 0.1 0.9 
Table 5 
PREMATURE BUT VIABLE INFANTS 
Months of No. of Slight Moderate to 
Gestation Cases hyxia Marked Neonatal Deaths 
Per Cent Per Cent Per Cent 
7 17 29.4 5.9 1 5.9 
1% 22 22.7 36.7 6 27.2 
8 94 12.8 74 1 1.0 
8Y% 69 13.0 5.8 0 
TOR ccc 15.3 9.9 8 3.9 





Table 6 











Vol. 41 No. 9 


fetal deaths in prematurity, and as maturity 
advances, the effect is less severe. 

The combined stillbirth and neonatal mor- 
tality rates for the 3,011 infants (11 sets of 
twins) are shown in Table 7. There were sixty 
infants lost in the entire series, a total stillbirth 
and neonatal mortality rate of 1.96 per cent. 
However, of the sixty infants that were lost, 46, 
or 1.25 per cent, were considered unavoidable 
deaths. Thirty-one were stillborn, 23 died before 
the onset of labor; and there were eight cases in 
which the fetal heart was heard during the first 
stage of labor but the infants were stillborn. 
Three of these eight deaths were due to pro- 
lapse of the umbilical cord, one was due to pla- 
centa previa, one premature separation of the 
placenta occurring in an eight months infant, 
one contraction ring with celphalopelvic dispro- 
portion in which version and breech extraction 
was performed, and one case of shoulder 
dystocia. 

In the 27 neonatal deaths, fifteen were con- 
sidered unavoidable including twelve non-viable 
infants and three deaths due to erythroblastosis. 

If we are allowed to deduct the 46 unavoidable 
deaths, our corrected fetal mortality was fourteen 
infants, or 0.4 per cent. Only six of the fourteen 
infants were full term. Two died during labor, 
the cause was unknown, and there were four 
neonatal deaths due to congenital atelectasis. 


The eight remaining neonatal deaths were in 
prematures. One was a case of premature sep- 
aration of the placenta in a seven months infant 
who lived twelve hours. Six infants were seven 
and one-half months; three deaths (one set of 
twins) were due to cerebral hemorrhage, and 
three were due to congenital atelectasis. One 








COMBINED STILLBIRTH AND NEONATAL MORTALITY 
IN GROUPS 1 AND 2 





Gross fetal mortality in 3,011 infants... 60 or 1.96 per cent 
Unavoidable fetal mortality_...........#-++-+-- 46 «or 1.25 per cent 
Died before onset of labor. 23 
Died during labor SEE 8 


Non-viable infants — =~ ...____.12 
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Corrected fetal mortality 14 or 0.4 percent 
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second twin, eight months, version and breech 
extraction, was lost. 


EFFECT ON THE MOTHER 


The intravenous administration of vinbarbital 
sodium was usually given by the resident house 
staff and occasionally by the delivery room 
nurse. The intravenous preparation is a solu- 
tion of one grain of vinbarbital sodium per c. c. 
in propylene glycol and distilled water. A ten 
c. c. syringe with a twenty-gauge needle was 
used for the injection. The solution was injected 
into any available vein in the arm or hand. The 
rate of injection was governed by the individual 
response. The usual time required for the in- 
jection of ten c. c. was from one to two minutes, 
although caution should always be practiced. 
There was seldom any indication to alter the 
rate of injection. Vinbarbital sodium was given 
intravenously by at least fifteen different phy- 
sicians and nurses, many of whom had only 
meager knowledge of the preparation, yet no 
serious effects or incidents were reported at- 
tributable to overdosage of the drug. 

After the intravenous administration of vin- 
barbital sodium, the rapidity and ease with 
which the patient fell asleep were impressive. 
Deep sleep came within one to two minutes. 
There was no noticeable change in cardiac or 
respiratory rates. There was no change in bloud 
pressure except in those patients who exhibited 
an elevated blood pressure on admission. In 
these, there was usually a decline of ten to 
twenty millimeters of mercury, but this was 
transitory and the blood pressure returned to 
the original level within ten to twenty minutes. 


DURATION OF LABOR 


There was no apparent effect on the duration 
of labor. After the intravenous administration 
of vinbarbital sodium, the uterine contractions 
were accelerated and dilatation progressed 
rapidly in the majority of cases. The expulsive 
powers at the time of delivery were only slightly 
diminished. 

The length of labor in this series of 3,000 
cases was carefully recorded. 

In Group 1, 3.4 per cent had labors of less 
than two hours duration, 31.8 per cent from 
two to six hours, 35.3 per cent from six to twelve 
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hours, 70.5 per cent of this group had labors of 
less than twelve hours. 

In Group 2, 13.7 per cent had labors of less 
than two hours duration, 45.7 per cent from two 
to six hours, 24.1 per cent from six to twelve 
hours, 83.5 per cent of this group had labors 
of less than twelve hours. 

The shortest labor was 55 minutes and the 
longest was 48 hours. Only 3.8 per cent of the 
entire series had labors of more than 24 hours 
duration. 

RESTLESSNESS 


All barbiturates, alone or in combination with 
scopolamine, are prone to cause restlessness dur- 
ing uterine contractions. 

In this series, 23.4 per cent were restless. 
Restlessness was classified as mild to moderate 
in degree and all were readily and effectively 
controlled with additional vinbarbital sodium, 
five to ten grains intravenously. 

Prior to this investigation, restlessness was 
the chief disadvantage of barbiturates in ob- 
stetric analgesia. Having the patient restrained 
until she was given some type of inhalation or 
local anesthesia for delivery was an annoying 
complication. With the present technic, “Rest- 
lessness is conspicuous by its absence.” This is 
particularly gratifying to those in attendance at 
delivery. 

RECOVERY PERIOD 


Duration of vinbarbital sodium anesthesia 
is variable depending on a number of factors, 
namely: the constitution of the patient, the 
length of labor, and the total dosage used. The 
majority of patients slept soundly and quietly 
for from one to 18 hours following delivery. 
During this time varying degrees of restlessness 
did occur in approximately 10 per cent of the 
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Group One Group Two 
Duration (61.4 Per Cent Primiparas) (66 Per Cent Multiparas) 
Hours Per Cent Per Cent 
ME © cilcntetcitimiccs” 2 13.7 
De OD ccna Oe 45.7 
OO WD Sac tt SERIO 24.1-83.5 
AI‘ EEE =.) 7.1 
2 cimtnints OF 6.0 
Over 24 iit 3.1 
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patients, but these were easily controlled with 
small doses of morphine sulphate grains 1/6 or 
“demerol” 100 milligrams. None required any 
form of restraint. Restlessness in the recovery 
period may constitute one of the disadvantages 
of vinbarbital sodium, although in the majority 
of instances the recovery phase was smooth and 
quiet. Fifteen of the patients were found out 
of bed. Fifty patients tried to get out of bed. 
The time of occurrence of these accidents varied 
from one to eight hours after delivery. There 
was no relation to dosage. The patients them- 
selves had no recollection of their behavior. 
Postoperative vigilance by the nursing staff is 
imperative, however, until denarcotization is 
complete. 

A few patients complained of blurred vision 
or faulty accommodation for several hours after 
they were awake, but all stated that this was not 
unpleasant. There was no nausea or vomiting. 
All patients were very enthusiastic about the 
results obtained, and when questioned each ex- 
pressed a desire for the same method of analgesia 
and anesthesia for their future deliveries. In 
subsequent labors we offered these patients a 
choice of vinbarbital sodium or caudal anes- 
thesia. Almost without exception they insisted 
on, ‘The anesthesia I had before.” 


CONTRAINDICATIONS 


During this study no patients were en- 
countered in whom this method for induction 
of analgesia and anesthesia was contraindicated. 
There are, of course, some instances in which the 
use of vinbarbital sodium and scopolamine may 
be unwise for obvious reasons. We prefer caudal 
anesthesia in the presence of acute upper respira- 
tory infections, cardiac lesions with or without 
decompensation, diabetes mellitus, tuberculosis 
and premature deliveries. 


COMPLICATIONS 


In this study no serious maternal or fetal 
complications were encountered. No serious pul- 
monary complications were seen. There were 
no undesirable effects on maternal blood pres- 
sure, pulse or respiration. Four cases were com- 
plicated by the aspiration of vomitus but there 
were no lasting effects. All had eaten a full meal 
prior to the onset of labor and these cases are 
always potentially dangerous for any type of 
anesthesia. 











Vol. 41 No. 9 


Twenty patients had primary uterine inertia. 
Postpartum hemorrhage occurred in seventeen 
cases, or 0.5 per cent. 


The intravenous administration of any agent 
always presents the danger of extravasation. This 
occurred in a patient to whom vinbarbital sodium 
was being administered for the control of rest- 
lessness. Ten c. c. accidentally were injected sub- 
cutaneously and resulted in a first degree “burn” 
around the antecubital area and a partial ulnar 
nerve paralysis. This was the only complication 
resulting from the drug in the entire series. 


That vinbarbital sodium anesthesia has ac- 
tually been accompanied by a low stillbirth and 
neonatal death rate at this hospital is unquestion- 
able. Cerebral hemorrhage and other birth in- 
juries have been remarkably reduced as well as 
midforcep deliveries, version, and difficulties en- 
countered in complicated labors. We attribute 
this effect to a more conservative policy in the 
conduct of labor. Adequate analgesia not only 
guarantees sufficient rest for the patient; it 
also dissuades the physician from yielding to the 
appeals of the patient and her family that call 
for early interference. 


Vinbarbital sodium has no effect, as far as we 
could ascertain, upon the mental development of 
the infant; and we have used the various bar- 
biturates for obstetric analgesia and anesthesia 
for 18 years. I have observed the progress of 
the children I delivered, some of whom are now 
in college, and they are mentally alert and as 
normal as any group of children. No mental 
impairment resulted from this type of anes- 
thesia. 


MATERNAL MORTALITY 


There was one maternal death in this series. 
It was wholly unrelated to vinbarbital sodium. 


Case M-8715——A 39-year-old patient, white, gravida 
6, para 4, no prenatal care, was admitted with a history 
of having had four or five convulsions during the 
previous 24 hours. 


Physical examination revealed a comatose female, at 
term, in active labor. Soon after admission the patient 
began to have a convulsion; the convulsion was con- 
trolled with vinbarbital sodium grains five intravenously, 
and the patient actively treated for eclampsia. The 
cervix was completely dilated with the left shoulder 
presenting. Two hours after admission internal podalic 
version was performed and a stillborn infant delivered. 
Following the third stage of labor she began to bleed. 
The uterus was packed and after massive transfusion of 
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whole blood and plasma, bleeding was controlled. 
Despite heroic measures she rapidly progressed downhill 
and died 29 hours after admission. Autopsy revealed 
acute eclampsia with early bronchopneumonia. 


SUMMARY 


(1) Three thousand patients received vin- 
barbital sodium for induction of amnesia, anal- 
gesia and anesthesia during labor. 


(2) Two thousand, four hundred and forty- 
four received vinbarbital sodium orally in com- 
bination with scopolamine and, in addition, vin- 
barbital sodium intravenously for the completion 
of labor. The average dose was nine grains orally 
and ten grains intravenously. 


(3) There were 556 patients who received no 
other medication than vinbarbital sodium in- 
travenously for induction of analgesia and an- 
esthesia. The average dose was 15 grains. 

(4) One thousand, six hundred and eighty- 
nine, or 56.3 per cent, were primiparas, and 
1,311, or 43.7 per cent, were multiparas. 

(5) Spontaneous delivery occurred in 1,475, 
or 51 per cent. Of the operative deliveries, 
1,331, or 86.4 per cent, were elective outlet 
forceps; 144, or 9.4 per cent, were breech extrac- 
tions; 54, or 3.4 per cent, were midforcep de- 
liveries, and seven, or 0.7 per cent were versions. 

(6) Of the 2,978 infants born alive, 80.9 
per cent breathed and cried spontaneously; 12.6 
per cent were slightly asphyxiated, and required 
only carbon dioxide and oxygen for resuscita- 
tion; 5.4 per cent were classified as moderately 
asphyxiated, and required tracheal catheteriza- 
tion in addition to carbon dioxide and oxygen; 
0.9 per cent were classified as markedly as- 
phyxiated, and required tubbing in addition to 
the above procedures. The time. elapsing be- 
tween the administration of the drug and de- 
livery or the size of the. dose of vinbarbital 
sodium played insignificant roles in the incidence 
of asphyxia in this series. 

(7) The incidence of premature but viable 
infants in this series was 6.8 per cent. Of the 
premature infants, 15.3 per cent were classified 
as slightly asphyxiated, and 9.9 per cent were 
classified as moderately to markedly asphyx- 
iated. The incidence of neonatal deaths was 3.9 
per cent. The incidence of asphyxia was greater 
and seven of the eight neonatal deaths occurred 
in the seven and the seven and one-half months 
infants. 





828 


(8) The uncorrected fetal mortality was 1.96 
per cent. Of the sixty infants that were lost, 
23 died before the onset of labor, eight died 
during labor, twelve were non-viable, and three 
deaths were due to erythroblastosis. The cor- 
rected fetal mortality was fourteen, or 0.4 per 
cent. 


(9) Vinbarbital sodium appeared to have no 
effect on the duration of labor. Labors of less 
than twelve hours occurred in 70.5 per cent of 
Group 1 and 83.5 per cent of Group 2. After 
the intravenous administration of vinbarbital 
sodium, the uterine contractions were accelerated 
and dilatation progressed rapidly in the ma- 
jority of cases. It was equally effective in both 
spontaneous and operative deliveries. 


(10) The “screaming” parturient who is near- 
ing the end of her labor can be rapidly and 
effectively calmed with intravenous vinbarbital 
sodium. 

(11) Mild to moderate degrees of restlessness 
occurred in 23.4 per cent. All were promptly 
controlled by additional administration of in- 
travenous vinbarbital sodium. 


(12) Complete amnesia was obtained in 70 
per cent of all patients who received vinbarbital 
orally with scopolamine. Complete amnesia was 
obtained in 99 per cent following the intravenous 
administration of vinbarbital sodium. 

(13) No patients were encountered in whom 
this method of analgesia and anesthesia was 
contraindicated. 

(14) No inhalation anesthesia was required 
in any instance. 

(15) The incidence of postpartum hem- 
orrhage was not increased. It occurred in seven- 
teen patients, or 0.5 per cent. 

(16) The majority of patients slept soundly 
for from one to eighteen hours following de- 
livery. All expressed a desire for the same 
method of analgesia and anesthesia for their 
future deliveries. 

(17) There was one maternal death in the 
entire series. It was due to eclampsia, and was 
wholly unrelated to vinbarbital sodium. There 
was only one complication. This resulted from 
the accidental injection of vinbarbital sodium 
into the subcutaneous tissue. 


(18) The results obtained in 3,000 unselected 
private patients indicate that vinbarbital sodium 
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is a most satisfactory agent for the induction of 
obstetric amnesia, analgesia, and anesthesia. 
REFERENCE 
1. Lewis, Milton Smith: Am. J. Obst. & Gynec., 51:395-402, 
1946. 





DISCUSSION (Abstract) 


Dr. Nicholson J. Eastman, Baltimore, Md.—Those of 
us who have used barbiturate amnesia, and particularly 
those of us who have used intravenous barbiturate anes- 
thesia, are naturally most gratified by the superb figures 
reported by Dr. Lewis and Dr. Boddie with “delvinal” 
amnesia and anesthesia. 

We have employed another barbiturate anesthetic 
agent for a good many years, namely, sodium “pen- 
tothal,” with results which have likewise been gratifying. 
To date our number of deliveries under sodium “pento- 
thal” anesthesia is of the order of 4,500. We are em- 
ploying it in some 85 per cent of our vaginal deliveries, 
with results that are comparable to those reported this 
afternoon. 

In sum, both Dr. Lewis and Dr. Boddie, and our 
Baltimore group have met with success in the adminis- 
tration of barbiturates for amnesia and analgesia, and 
barbiturates intravenously for anesthesia and the ques- 
tion arises: what are the similarities and what are the 
differences between the medicinal agents used in Nash- 
ville and the medicinal agents that we have been using 
in Baltimore? 

“Nembutal” is a six member, heterocyclic ring with a 
butyl chain attached. “Delvinal” is also a six member, 
heterocyclic ring with a butyl chain attached. “Delvinal” 
has a double linkage in the butyl chain. That is all 
the difference there is. 

As I understand it, sodium “pentothal” is simply 
“nembutal” with a sulfur substituted for a double-bond 
oxygen atom. We are administering barbiturates that 
are chemically very closely similar. 

At the Sharp & Dohme booth here I obtained a 
little pamphlet on “delvinal.” The terminal sentence 
under “Precautions,” says: “It should not be employed 
for production of anesthesia.” I am bringing this up 
in order to give Dr. Lewis an opportunity to comment 
on this seeming inconsistency between what he has 
recommended this afternoon and what the manufac- 
turers advise. 

Finally, may I endorse Dr. Lewis and Dr. Boddie’s 
remarks upon analgesic agents in labor, be they bar- 
biturates or other types of medication, namely, that 
these agents serve to stay the obstetric hand and 
prevent premature obstetric interference. 

Dr. Lewis’ remarks that he has been using barbiturate 
analgesia for some eighteen years and has followed 
these children as they grew up through grade schools, 
high schools, colleges, and has known no instance in 
which they have not been of satisfactory mental calibre, 
or have differed from any other group of children. 

In view of the accusation made by a Detroit neuro- 
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logic surgeon some years ago that this method of pain 
relief in labor may damage the nervous system and 
result in children who may be dullards, this refutation 
is most welcome, and I am sure Dr. Lewis and Dr 
Boddie are right. 


Dr. Edwin M. Rucker, Richmond, Va—We have long 
been interested in the intravenous use of barbiturates 
for anesthesia during obstetric delivery. For a time we 
used “evipal” soluble with indifferent success. When 
“pentothal” sodium was available, we adapted it to our 
needs in combination with scopolamine, demerol, and 
procaine. This has proved very satisfactory except that 
while anesthesia under “pentothal” was good, amnesia 
during first-stage labor was seldom complete with those 
drugs. “Vinbarbital” intravenously seems to fill this gap 
without appreciably shortening labor or adding to the 
hazard to mother and child. 


Hendrix has studied the effect of “vinbarbital” upon 
rats and dogs. He found that this compound was a 
potent narcotic for these animals, that the margin of 
safety between anesthetic dosage and lethal dosage was 
fairly great and, further, that there were no significant 
changes in brain, liver, kidney, or bone marrow of the 
animals after they received “vinbarbital.” 


Our interest in the use of intravenous anesthesia in 
labor was renewed by Dr. Lewis’ reports on “vinbar- 
bital.” When we used this drug in the amounts he 
advocates, that is, 9 grains orally and 5 to 10 grains or 
more intravenously, we found the long recovery period 
a definite disadvantage. Our patients were asleep from 
three to ten hours or more after delivery. They re- 
quired constant attention during this recovery period. 
Our already overburdened nursing staff found it hard 
to assume another task. Some of the patients were quite 
restless and a few got out of bed. The patient’s family 
was often disturbed when she did not awaken, and more 
so when she was restless and confused. 


We tried various analeptics intravenously to try to 
shorten the recovery period. These were a great dis- 
appointment. 

In an attempt to retain the amnesia of “vinbarbital” 
and control the restlessness at the time of delivery with- 
out the disadvantage of the prolonged period of re- 
covery, we have used “pentothal” sodium intravenously. 
This combination of “vinbarbital” and “pentothal” has 
been a satisfactory one. We have noted no deleterious 
effect upon infant or mother. The anesthesia and 
amnesia have been good; the recovery period has been 
definitely shortened. 


Our enthusiasm for “vinbarbital” is considerable. It 
does not seem to be completely ideal but we have no 
intention of abandoning its use especially when com- 
bined with “pentothal.” 


Dr. Lewis (closing) —Regarding the similarity of 
“nembutal” and “pentothal”: by substituting one or 
both of the hydrogen atoms with alkyl, vinyl, ethyl, 
methyl, butyl, and so on, the number of barbituric acid 
derivatives is obviously unlimited. All these names are 
synonyms for substances that are closely related chemi- 
cally and in their pharmacologic and therapeutic action. 


LEWIS AND BODDIE: VINBARBITAL SODIUM IN OBSTETRICS 


829 


In our experience “delvinal” has a wider margin of 
safety, is less toxic and considerably less depressive to 
blood pressure and the respiratory center than either 
“nembutal” or “pentothal.” If administered with the 
usual precautions we believe that “delvinal,” is a fool- 
proof barbiturate, if there is such a thing. 

Although no patients were encountered in whom this 
method of analgesia and anesthesia was contraindicated 
we do use the various other anesthesias. We attempt 
to individualize our cases. In some instances we prefer 
regional anesthesia for obvious reasons. Further, we 
want to teach our residents all the methods of anes- 
thesia. 

There is much prejudice against both caudal and 
spinal anesthesia in our section. Patients often say they 
do not want caudal or spinal anesthesia but want to be 
asleep when the baby is born. I do not attempt to 
convince them but when I think regional anesthesia is 
indicated I simply leave them alone until the contrac- 
tions become really strong. The patient will readily 
accept regional anesthesia then and will be thoroughly 
satisfied with it. 


Dr. Rucker brought out the point that a long recovery 
period may be a definite disadvantage. We have had 
no ill effects or complications due to the long recovery 
period and we believe a good rest is beneficial after 
labor. If undue restlessness occurs during this time, 
morphine grains 1/6 gives good results. The family is 
told the patient will sleep from one to eighteen hours. 


The duration of “delvinal” anesthesia is variable since 
there is an extraordinary variability in the individual 
reaction to a given drug. A patient who received 25 
grains of “delvinal” at 11 p.m. and delivered at 3 a.m. 
was fully awake and eating her breakfast when I made 
my morning rounds. 


I have followed the progress of some two thousand 
babies who were delivered under the various barbiturates 
during the past eighteen years. Some are now in college 
and some are in kindergarten and they are as normal 
mentally as other babies who were delivered without any 
analgesics and anesthetics. We must remember that 
there are many other factors that will determine who 
is going to be a “nitwit.” Since the world began about 
three per cent of the population has been mentally de- 
ficient. Therefore it is not only unscientific but unjust 
for someone to go into an institution and pick out 
several hundred cases and make the statement that the 
majority of them did not breathe well at birth and that 
asphyxia resulting therefrom was the cause of the brain 
injury. It is not fair to condemn the various analgesics 
and anesthetics without properly evaluating other 
factors. 


After several years observation we have found that 
“delvinal” can be used as an obstetric analgesia as well 
as an anesthesia during labor with relative safety for 
both the mother and the baby. Since we reduce the 
incidence of cerebral hemorrhage, midforceps and 
versions, and among 3,011 infants have a fetal mor- 
tality of 0.4 per cent, we believe the above statement 
is well founded. 








830 SOUTHERN MEDICAL JOURNAL 


SADDLE BLOCK ANESTHESIA 
FOR DELIVERY* 
REPORT OF 1,000 CASES 


By C. L. JorcENsEN, M.D. 
J. H. Graves, M.D. 
and 
J. E. Savacr, M.D. 
Baltimore, Maryland 


“Saddle block” is a term suggested by Adriani 
and Roman-Vega! to designate low spinal anes- 
thesia limited to the lower spinal segments. The 
term is well chosen for it is not only descriptive 
but does not bear the connotation to the patient 
that the term “spinal” does. The method de- 
scribed by them,!? and Parmley and Adriani,3 4 
is the technic used in the cases comprising this 
report. The success of the technic, to be de- 
scribed, is dependent upon the addition of glu- 
cose making the solution hyperbaric and inhibit- 
ing diffusion. With the patient in the sitting 
position, the solution injected intrathecally gravi- 
tates downward and becomes concentrated in 
the conus of the dural sac. Thus the six extrinsic 
factors which may affect the intensity and extent 
of spinal anesthesia? are fixed, the factors being: 
(1) dose of the drug; (2) site of injection; 
(3) specific gravity of the solution; (4) volume 
of solution injected; (5) rate of injection; and 
(6) position of patient after injection. Perineal 
anesthesia, and analgesia in the legs and thighs 
without motor paralysis may be obtained. This 
distribution of anesthesia is desirable when the 
lithotomy position is indicated. 

“It is a well established pharmacologic fact that the 
sensory fibers of a mixed nerve are the first to be 


affected by a local anesthetic, the autonomic fibers next, 
and motor fibers last.”? 


Thus, while the concentration of the anesthetic 
drug is localized in the lower sacral segments 
producing prolonged perineal anesthesia and re- 
laxation as the hyperbaric solution gravitates 
downward, enough sensory fibers in the lumbar 
segments are affected to afford uterine body and 
cervical anesthesia. While the motor innervation 





*Read in General Clinical Session, Baltimore Day, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, 
Maryland, November 24-26, 1947. 


“From the Department of Obstetrics, University of Maryland, 
School of Medicine. 
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of the uterus is still undetermined, it has been 
shown that the uterus in labor still contracts 
unless the intrathecal anesthesia reaches the level 
of the ninth dorsal segment. Since in this tech- 
nic this does not occur, labor theoretically should 
progress painlessly and unimpeded, especially 
because of perineal and cervical relaxation. 


HISTORY 


Spinal anesthesia in obstetrics is not a recent 
innovation. In 1900, Kreis’ was the first to re- 
port the use of this type of anesthesia in ob- 
stetrics. Pitkin,® in 1928, introduced his “con- 
trollable spinal anesthesia,” which was a saddle- 
type anesthesia obtained by anesthetizing the 
sacral segments of the cord. Cosgrové,’ in 1930, 
used “‘nupercaine” for obstetrical anesthesia and 
accumulated a large series of cases. He 
abandoned the procedure because the extent of 
the anesthesia was difficult to control, and he 
noted a high incidence of nausea, vomiting, and 
post-spinal headaches. In 1946, Parmley and 
Adriani* reported their saddle block anesthesia 
with “nupercaine”’ in obstetrics. 


REPORT 


This is a report of a detailed study of the 
use of “heavy nupercaine” in 1,000 obstetrical 
cases delivered per vaginam. In an attempt to 
establish the value of intrathecal medication for 
delivery, the cases studied were unselected, 
normal and abnormal alike being included. The 
usual contraindications for spinal anesthesia 
were observed. The anesthesia in all cases was 
administered by the five senior members of the 
obstetrical resident staff, none of whom had 
had previous anesthesia training. However, each 
resident received minimal instruction and super- 
vision from the Department of Anesthesiology, 
University of Maryland Hospital, during the 
earlier administrations. It should be stated that 
it is the policy of this clinic to deliver the ma- 
jority of patients by outlet forceps following 
episiotomy. Analgesic drugs were employed in 
the first stage of labor, the choice of drug being 
directed by the visiting staff members and senior 
resident staff. “Demerol” and scopolamine, 
paraldehyde and barbiturates were the drugs 
used, either alone or in combination. 


PHARMACOLOGY 


“Nupercaine” is a complex amine derivative 
of quinoline. It is related chemically but not 
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pharmacologically to quinidine, vioform, and 
emetine. It readily dissolves in water and 
alcohol. The aqueous solutions are stable and 
may be boiled or autoclaved without deteriora- 
tion. ‘Nupercaine” dissolved in water is pre- 
cipitated in the form of the insoluble base by 
contact with the slightest amount of alkali. It 
is, therefore, advisable to rinse the needle and 
syringe with a small amount of “nupercaine” 
solution in order to guard against the accidental 
presence of alkali. 

Because the potency of “nupercaine” is much 
greater than that of other local anesthetics, it is 
important to use it in correspondingly greater 
dilutions and/or lower total dosage. The potency 
of local anesthetics has been studied by numerous 
investigators, all indicating high relative potency 
for “nupercaine.” It has been determined that 
anesthesia is produced in the rabbit cornea by 
“nupercaine” in dilutions 3,000 times greater 
than with procaine.’ By applying the anesthetic 
to the sciatic nerve of frogs and studying the 
action potential, “nupercaine” was found to be 
minimally effective in dilutions 166 times greater 
than was procaine.? Upon intraspinal injection 
in man, 5 mg. of “nupercaine” are found to 
produce anesthesia equal to that produced by 
100 to 125 mg. of procaine.!° 


The above investigations demonstrate the po- 
tency of “nupercaine” as a local anesthetic agent, 
but since different drugs are not administered 
in equal amounts, weight for weight, but rather 
on a basis of the therapeutic results to be 
achieved, the absolute toxicity of a particular 
drug is of little importance. Of greater im- 
portance is the relative toxicity. The therapeutic 
coefficient for anesthetic drugs is the ratio of 
the minimal lethal dose to the minimal anesthetic 
dose. CoTui!! and his coworkers, by means of 
spinal injections, using rabbits and cats, estab- 
lished the therapeutic ratio of “nupercaine” at 33, 
the highest of seven anesthetics tested, procaine 
being 6.6. However, the minimal amount of 
“nupercaine” needed to produce good perineal 
and uterine saddle block anesthesia offsets the 
higher degree of toxicity. 


TECHNIC 


In general, the technic used is exactly the same 
as that described by Adriani and Roman-Vega.' 
The materials on our sterile tray are as follows: 
two 2-c.c. syringes; a hypodermic needle for 
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producing the skin wheal; a 20-20 gauge needle 
for drawing the drugs into the syringe; a 21- 
gauge malleable gold spinal needle with a45° bevel 
and a short rounded point; and, for use with 
the gold spinal needle, an introducer; a one-ounce 
medicine glass; and drapes and “sponge sticks” 
for skin preparation. The necessary solutions 
are: one ampule (2 c. c.) of 1 per cent procaine 
solution for skin wheal and subcutaneous and 
fascial infiltration; one 2-c. c. ampule “nuper- 
caine” solution (1:200); and one 10-c. c. ampule 
10 per cent dextrose solution. The ampules are 
kept in individual jars containing 70 per cent 
alcohol with a few drops of “mercressin” as con- 
trast color. Each delivery room has its individual 
group of solutions, and a “saddle block” set with 
gloves is available at the head of each delivery 
table at all times. 

The patient is removed from the labor room 
to the delivery room when she is ready for de- 
livery (if the occasion demands, the spinal can 
be given with the patient in bed), and blood 
pressure, pulse and respirations are determined 
as basal levels. The anesthetist draws 0.5 c. c. 
of 1-200 “nupercaine” solution and 0.5 c. c. 10 
per cent dextrose solution into one syringe which 
is shaken vigorously to mix the solutions thor- 
oughly. The mixture contains 2.5 mg. of “nuper- 
caine” and is ready for intrathecal injection. 
Procaine solution is then drawn into the other 
syringe to which the hypodermic needle for skin 
wheal formation is attached. The patient then 
sits upright on the delivery table with the legs 
hanging, arms folded across the chest, back 
bent forward with head down, and is supported 
by an assistant. The skin of the back is pre- 
pared and draped, and using the crests of the 
ilium as guides, the interspace between the third 
and fourth lumbar vertebrae is located. A skin 
wheal is raised, following which the subcutaneous 
and fascial tissues are infiltrated with procaine 
solution. The introducer is then put in position 
and the gold spinal needle passed through it, the 
bevel of the needle eventually passing through 
the dura. When the cerebrospinal fluid flows 
freely, the syringe containing the 2.5 mg. of 
“nupercaine” in dextrose is attached to the 
spinal needle and only 0.1 c. c. of cerebrospinal 
fluid is aspirated to ascertain proper location of 
the needle (additional aspiration of cerebrospinal 
fluid will dilute the drug). The solution is in- 
jected as rapidly as gentle pressure on the 
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plunger permits. The injection is never made 
during a uterine contraction because of increased 
pressure in and undesirable currents of the cere- 
brospinal fluid at such a time which may force 
the drug into the thoracic region. The needle 
is allowed to remain in place for 10 seconds and 
is then slowly withdrawn. The patient is kept 
in an upright position for a total period of 30 
seconds following the injection, and then is as- 
sisted to a recumbant position with her head 
elevated on a folded pillow. The blood pressure, 
pulse and respirations are determined and re- 
corded every 5 minutes for the first 15 minutes, 
then every 15 minutes thereafter. If any reac- 
tions are observed, ephedrine, oxygen and fluids 
are available for immediate use. The patient re- 
mains flat on the delivery table for 15 minutes 
to allow “settling” and diffusion of the drug to 
take place, and after this time she may be placed 
in the lithotomy position for delivery. 

The technic may be epitomized as follows: 


(1) L-3 is the interspace of choice since we 
have found more complete uterine anesthesia 
during delivery when the anesthetic is given at 
this level. 

(2) A 21-gauge gold needle with a 45° short, 
rounded bevel is recommended. (If a steel 
needle is used, a 22- or 24-gauge should be 
chosen.) 

(3) Injection of solution moderately fast 
without aspirating more than 0.1 c. c. of cere- 
brospinal fluid in order to maintain concentration 
of the anesthetic agent. 

(4) Leave needle in place for 10 seconds to 
allow for disappearance of possible local escape 
of cerebrospinal fluid at injection site. 

(5) Withdraw needle slowly to prevent for- 
mation of “trapdoor” effect in the dura. 

(6) Patient remains upright for 30 seconds 
thus producing maximum concentration of the 
drug at the tip of the dural sac, which affords 
complete perineal anesthesia and relaxation 
and yet gives good uterine anesthesia. 

(7) Keep patient immovable for 15 minutes 
to allow for diffusion of the anesthetic agent. 


RESULTS 


Of the 1,000 unselected cases, there were 602 
primigravidae (60.2 per cent) and 398 multi- 
gravidae (39.8 per cent). Of this total, 46, (4.6 
per cent) delivered spontaneously, while 954 
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(95.4 per cent) were operative deliveries. Table 
1 shows the methods of delivery. 

Anesthetic results were listed as successes or 
failures, the latter classification being com- 
prised of cases in which there was no uterine 
and/or perineal anesthesia. In the cases which 
failed, supplemental anesthesia of gas, oxygen, 
ether, and local infiltration, alone or in com- 
bination, was used. A total of 50 cases, or 
5.0 per cent, of either partial or complete fail- 
ure was noted. These can be further subdivided 
into failure to produce uterine anesthesia, and 
perineal anesthesia. There were 38 cases, 
or 3.8 per cent, of partial failures, of which 
13 or 1.3 per cent had no uterine but good 
perineal anesthesia, while 25, or 2.5 per cent, 
had no perineal but good uterine anesthesia. 
Nitrous oxide was used as a supplement in the 
former, and local infiltration or pudendal block 
in the latter. Of the 1,000 cases there were only 
12, or 1.2 per cent, of complete failure of uterine 
and perineal anesthesia. Gas, oxygen, ether an- 
esthesia was used during delivery in these cases. 

As noted by other writers, there was the oc- 
casional case in which the patient complained 
of discomfort when forceps traction was applied, 
or when forceps rotation of a transverse or pos- 
terior occiput position was performed. The pain 
was usually localized over the symphysis pubis. 
Abnormal positions of the occiput offered no 
contraindications to spinal anesthesia. 

Our unselected cases included breech pre- 
sentations, twin pregnancies, and toxemias of 
pregnancy. All were given routine saddle block 
anesthesia. However, a higher incidence of 
transverse and posterior occiput positions was 
noted; these are tabulated in Table 2. 


A total of 126 cases, or 12.6 per cent, of occi- 
put posterior positions was found; 90, or 9.0 
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per cent, in primigravidae, and 36, or 3.6 per 
cent in multigravidae. There were 148 cases, 
or 14.8 per cent, of occiput transverse positions, 
89 of which, or 8.9 per cent, in primigravidae, 
and 59, or 5.9 per cent, in multigravidae. The 
combined total of occiput posterior and trans- 
verse positions was 274, or 27.4 per cent, for 
the series. There were 38, or 3.8 per cent, 
breech deliveries; 21, or 2.1 per cent, in primi- 
gravidae, and 17, or 1.7 per cent, in multigrav- 
idae. Eleven sets of twins were delivered, 7 
in primigravidae, and 4 in multigravidae. One 
multigravida was delivered of a fetus in an an- 
terior chin position. 

The average fall in blood pressure, both sys- 
tolic and diastolic, was 15 to 20 mm. of 
mercury systolic, and 10 to 15 mm. diastolic, 
and in the entire series there was no instance 
of shock attributable to the injection. There 
were several cases in which the blood pressure 
dropped to 70/50, but this was seen in pa- 
tients whose basic blood pressure was around 
90/60. All such cases responded quickly 
and favorably to oxygen inhalations or intra- 
muscular ephedrine sulphate. 

We estimated the blood loss as accurately as 
possible and found it to average 150 c. c., def- 
initely lower than that associated with inhala- 
tion anesthesia. Operative procedures, other than 
the routine central episiotomy, were performed. 
Hysterostomatomy was performed in 12 cases, 
or 1.2 per cent; 71, or 7.1 per cent, repairs of 
third and fourth degree perineal lacerations; 
62, or 6.2 per cent, indicated and elective trach- 
elorrhaphies; 40 or 4.0 per cent, elective per- 
ineorrhaphies; 29 or 2.9 per cent, vaginal lac- 
erations which were repaired; and 4 cases, 
or 0.4 per cent, in which manual removal of 
the placenta was performed. A blood loss of 
500 c. c. or more was Classified as postpartum 
hemorrhage. In this series there were 8 cases, 
or 0.8 per cent, so classified. Of the 8 cases, 
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Primigravidae Multigravidae Total 
Occ. posterior ...... 90 36 126 
Occ. transverse —...... 89 a _ 9 148 
179 (17.9 per 95 (9.5 per 274 (27.4 per 
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Table 2 
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3 (0.3 per cent) were due to unrecognized mar- 
ginal placenta previa, and, in each instance, 
the blood loss was estimated to be 800 c. c. 
The remaining 5 cases (0.5 per cent) had their 
etiology in either atonic uteri or retained sec- 
undines. All cases responded favorably to 
oxytocic drugs, immediate blood transfusion, and 
definitive treatment. 


As found by other writers, post-spinal head- 
ache was the most common and annoying com- 
plication of the puerperium. In this series there 
were 61 cases, or 6.1 per cent. No attempt was 
made to identify or separate true spinal head- 
ache from headache seen following long labors, 
anemia, and analgesia, regardless of the type 
of anesthesia used. We did eliminate all cases 
which responded to treatment with aspirin which 
gave a corrected incidence of 49, or 4.9 per 
cent. All patients requiring codeine, caffein- 
sodium-benzoate, or other therapy were in- 
cluded here. Our patients were admonished 
to remain flat for 24 to 48 hours. If head- 
ache occurred, its onset was usually by the 
fourth postpartum day. The true spinal head- 
ache is characterized by severe pain, usually on 
“top of the head” or in the posterior neck 
region. In these instances, aspirin and codeine 
were ineffectual. 


There were 10 cases, 1.0 per cent, all prim- 
igravidae, in which urinary retention occurred. 
It was difficult to determine whether this con- 
dition was due to the spinal, to trauma, or to 
psychogenic causes. There were no neurologic 
complications or instances of infection at the 
site of spinal injection. 

In our series of 1,000 cases (1,011 babies, 
there being 11 sets of twins) 968 resulted in the 
delivery of full term living infants; 31 pre- 
mature living infants; 8 full term stillborn 
infants; and 4 premature stillborn infants. Of 
the total 999 infants born alive, 994 cried spon- 
taneously and required no resuscitation, while 
5 infants failed to cry immediately on delivery. 
Of these 5, four later expired, two full term in- 
fants of intracranial hemorrhage, two premature 
infants of atelectasis; while the remaining infant 
survived. The delivery was difficult in these 
5 cases, and each infant required considerable 
resuscitation. 

There were 17 fetal deaths, 1.68 per cent, 
occurring intrapartum or in the neonatal period, 
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none of which could be attributed to the “saddle 
block” anesthesia. Therefore, our corrected 
fetal mortality, as concerned the method of anes- 
thesia, was zero. Table 3 lists the causes of 
fetal death. 


COMMENT 


Analysis of results in our 1,000 cases of vag- 
inal deliveries conducted under minimal dose 
spinal anesthesia allays fear as to the use of 
spinal anesthesia in the obstetrical patient. We 
appreciate that heavy “nupercaine” is the most 
toxic of the drugs used, but in the small dose 
in our series it is not only safer but more ef- 
fective. Outlet forceps delivery following central 
episiotomy is routine in our clinic. There was 
an increased incidence of occiput transverse and 
occiput posterior positions in this series. The 
only unfavorable factor found was the 4.9 per 
cent incidence of post-spinal headache. The 
absence of any untoward effect upon the baby 
plus the minimal amount of trauma to the birth 
canal should recommend this form of anes- 
thesia for vaginal operative delivery; and we 
believe it preferable to inhalation anesthesia. 


SUMMARY 


(1) One thousand patients delivered under 
minimal dose spinal anesthesia are reported. 
There were 1,011 babies delivered, there being 
11 sets of twins. Uncorrected fetal mortality in 
the series was 17, or 1.68 per cent. There were 
no maternal deaths. 

(2) Heavy “nupercaine,” 2.5 mm. (0.5 c. c. 
of a 1:200 solution), mixed with 0.5 c. c. 10 
per cent glucose, giving a 1.0 c. c. hyperbaric 
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solution, was the minimal dose, and was used 
in all cases delivered. 


(3) The method of administration is de- 
scribed. 


(4) The method of delivery, and all operative 
procedures are described. 

(5) In this series, spinal anesthesia proved 
to be an easily administered, safe and desirable 
anesthetic for operative vaginal deliveries. 


(6) The results obtained should warrant the 
addition of saddle block to the armamentarium 
of obstetrical anesthesia. 
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THE MORTALITY OF APPENDICAL 
PERFORATION* 


By Epwarp S. Starrorp, M.D. 
and 
H. Wittram Scort, Jr., M.D. 
Baltimore, Maryland 


In 1940 an analysis of the mortality from 
acute appendicitis in the Johns Hopkins Hospital 
was made by Stafford and Sprong.'! At that 
time it was noted that no deaths had occurred 
in 838 consecutive cases of simple acute appendi- 
citis during the period 1931-1939. In this same 
period there were 479 cases of acute appendicitis 
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with perforation. In other words, in more than 
one-third of the patients treated for acute ap- 
pendicitis, perforation had occurred before the 
patient came to the hospital. There were 48 
deaths in the group of patients who had appen- 
dical perforations, resulting in a mortality rate 
of 10 per cent in this group. Study of the fatal 
cases in this series showed that many of the 
deaths resulted from either failure of recognition 
or inadequate treatment of the complications of 
appendical perforation. It was suggested that a 
lower case fatality rate might be achieved by 
improved diagnosis and management of these 
complications, and, of course, by earlier hos- 
pitalization of individuals suspécted of having 
appendicitis. 

We have been prompted to review the cases 
of appendical perforation treated in this hospital 
during the eight years (September, 1939-Sep- 
tember, 1947), which have intervened since our 
earlier study, with particular interest in learning 
whether or not a lower mortality rate has been 
obtained and in assessing the possible role played 
in this regard by chemotherapy, penicillin and 
other factors. 

There is no longer any controversy concerning 
the treatment of appendicitis. Operation is 
undertaken immediately or after such delay as 
is necessitated by a few hours preoperative prep- 
aration of critically ill patients. Acute appen- 
dicitis without perforation presents no problem 
other than that of diagnosis. In over 1,400 con- 
secutive appendectomies for simple acute ap- 
pendicitis in the Johns Hopkins Hospital there 
have been only two deaths. 

In Table 1 we have compared the mortality 
statistics for appendical perforations in the last 
eight years with the older data. The progressive 
lowering of mortality is striking. Prior to 1931 
intravenous fluids and gastro-intestinal suction 
were not generally used. Since 1931 adequate 
maintenance of fluid balance and gastro-intes- 
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tinal suction have been used routinely. To these 
have been added sulfonamide therapy, and more 
recently, penicillin. 

The smaller number of cases of appendical 
perforation in the last eight years cannot be at- 
tributed to earlier diagnosis and earlier operation 
as the number of cases of simple acute appendi- 
citis treated during the same period was not 
relatively increased: the 2:1 ratio of cases with- 
out appendical perforation to those with per- 
foration has been preserved. The reduced over- 
all incidence of appendicitis in the Johns Hopkins 
Hospital in the recent period is probably related 
to the wartime shortage of available beds, as 
many individuals with appendicitis were referred 
to neighboring institutions for this reason. 


Table 2 divides the cases of appendical per- 
foration with abscess treated in the last eight 
years into the group which received sulfonamides 
and the group which were given penicillin. In 
treating localized appendical abscesses our policy 
is to drain the abscess directly, removing the 
appendix if it can be done safely, but avoiding 
contamination of the general peritoneal cavity. 
The series is too small to be of statistical sig- 
nificance but the combined mortality of 4.4 per 
cent for abscess in the recent eight-year period 
is encouraging. 

The mortality rate of the cases of appendical 
perforation with peritonitis is shown in Table 3. 
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The combined fatality rate of 9.2 per cent in the 
last eight years shows improvement over the 
older series. The 12.9 per cent mortality in 
patients who received penicillin after operation 
is surprisingly high but the series is too small 
to permit accurate appraisal of the value of this 
drug in appendical peritonitis. A controversy 
still exists concerning the use of intra-peritoneal 
drains in appendical peritonitis but the trend in 
recent years is to use intraperitoneal drains less 
frequently. 

A comparison of the actual causes of death in 
all the fatal cases is presented in Table 4. In 
the deaths attributed to uncontrolled generalized 
peritonitis there has been no real statistical im- 
provement; the recent series is only two-thirds 
as large as the earlier one. Most of these patients 
represented instances of delayed hospitalization 
and several were moribund on admission. The 
chief changes are noted in deaths due to 
pylephlebitis and pneumonia. The lack of fa- 
talities due to these complications in the last 
eight years may probably be attributed to chemo- 
therapy and penicillin. The incidence of fatal 
pulmonary embolism is distressingly high and 
may now be considered in the category of 
inadequate treatment. 
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ligation would certainly appear to be indicated 
in this group of patients. 


In Table 6 the deaths which we considered 
due to inadequate treatment in the two series 
are presented. There has been some improve- 
ment in the management of subphrenic abscess. 
The two cases lost in the recent eight-year period 
because of this complication were correctly diag- 
nosed and treated but belatedly so, while in the 
earlier series there were several unrecognized 
subphrenic abscesses. 


Definite progress has been made in the hand- 
ling of mechanical ileus caused by intraperitoneal 
cellulitis and plastic exudation. The use of the 
Miller-Abbott tube for intestinal decompression 
controls distention during the subsidence of the 
cellulitis and resorption of the exudate. Enter- 
ostomies and early laparotomies for release of 
adhesions resulted in a high mortality in the 
earlier cases. The only death from this com- 
plication in the last eight years occurred follow- 
ing an ill-advised early laparotomy for this type 
of ileus. 
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In Table 7 all deaths due to inadequate treat- 
ment in the two periods of study are analyzed 
as to whether abscess or peritonitis was found at 
operation. From this one notes that mechanical 
ileus is a more frequent complication of peri- 
tonitis than of abscess among fatal cases. Other 
differences are not significant although some 
error in accurately diagnosing appendical abscess 
may be inferred from the high incidence of sub- 
phrenic abscess as a cause of death among 
these supposedly localized infections. We have 
made no effort to differentiate the various types 
or degrees of appendical peritonitis as Schull- 
inger? does for we agree with Ladd* that “no 
surgeon really knows how diffuse the process 
is unless he has done a very improper opera- 
tion.” 


It is of real significance that 12 of the 23 
patients who died of appendical perforation in 
the period 1939-1947 had been seen by a phy- 
sician more than 24 hours before coming to the 
hospital. It is obvious that the lay public needs 
a better and continuing program of education, 
so that the physician will be called earlier. 
Equally obvious is the fact that the physician 
needs to improve his “index of suspicion” with 
regard to appendicitis. 


COMMENT 


There has been, during the past twenty years, 
a progressive improvement in the mortality from 
appendical perforation. This has resulted, in 
our opinion, from the introduction of the follow- 
ing factors in the order of their importance: 


(1) Maintenance of fluid and electrolyte bal- 
ance by intravenous therapy. 


(2) Gastro-intestinal decompression by means 
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of the Miller-Abbott tube and its various deriva- 
tives. 


(3) Improved recognition and treatment of 
the complications of appendical perforation, 
notably mechanical ileus and subphrenic abscess. 

(4) Chemotherapy and antibiotics. 

In regard to the latter it is our considered 
opinion that the sulfonamides and penicillin 
have been of considerable value in the reduction 
of morbidity and of definite aid with the in- 
fectious complications of appendical perforation. 
We have had too little experience with strep- 
tomycin to comment on its value in this regard. 


It is discouraging to learn that no improve- 
ment in dealing with the problem of appendicitis 
has been made by the lay public or by the phy- 
sicians consulted by our patients before coming 
to the hospital, as the incidence of delayed hos- 
pitalization and the incidence, therefore, of per- 
foration of the appendix have not been altered. 
Nevertheless, of the 23 deaths which occurred in 
the last eight years, eleven or about half might 
have been prevented, we believe, by better care 
in the hospital; these include the deaths due to 
subphrenic abscess, mechanical ileus, and pul- 
monary embolism. The remainder, however, 
would seem to constitute an irreducible mini- 
mum, if patients continue to arrive at the hos- 
pital in extremis. Deaths from this cause can 
be prevented only by education of the public 
and the physician. It must be emphasized again 
and again that patients pay for delay with their 
lives. 


SUMMARY 


An analysis of the deaths occurring in a series 
of 325 patients who had appendical perforation 
treated in the Johns Hopkins Hospital during 
the period 1939-1947 is compared with data 
from 479 similar patients treated in the period 
1931-1939. The factors concerned in reducing 
the mortality rate from 10 to 7 per cent are dis- 
cussed and recommendations for further im- 
provement are made. 
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THE VALUE OF TOXICOLOGICAL 
EXAMINATIONS IN POSTMORTEM 
INVESTIGATIONS* 


By Henry C, Fremuts, Ph.D.t 
Baltimore, Maryland 


The complete and thorough investigation of 
the cause or causes of sudden deaths is an im- 
portant and indispensable civic responsibility. 
The State of Maryland has assumed this re- 
sponsibility by establishing the Postmortem Ex- 
aminers Commission and the Office of the Chief 
Medical Examiner and charging them with the 
duty of determining the medical cause of death 
in those cases where death occurs “as a result 
of violence, or by suicide, or by casualty, or 
suddenly when in apparent health or when un- 
attended by a physician, or in any suspicious 
or unusual manner.”? 


The responsibility for establishing the cause 
of death rests with the medical examiner or the 
pathologist but success or failure in arriving at 
the correct conclusion frequently is dependent 
upon the combined efforts of the toxicologist and 
the pathologist. The cause of death in poison- 
ings cannot be proven beyond contention with- 
out complete toxicological studies. Many poisons 
do not produce any characteristic pathologic 
lesions and their presence in the body can be 
demonstrated only by chemical methods of isola- 
tion and detection. In such cases, the pathologist 
would either be unable to render a decision 
as to the cause of death or might be misled to an 
erroneous diagnosis. 


In the usual coroner’s office, toxicologic work 
is kept at a minimum and, as a result, deaths 
due to poisoning may be ascribed to some en- 
tirely different cause, or poisoning may be 
designated as the cause without any definite 
proof. In addition to the effect on the accuracy 
of the vital statistics in the community, such 
actions may lead to unnecessary and expensive 
litigation in the courts. For example, when 
New York City still operated under the coroner’s 
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system, in a single case some $30,000 was spent 
for expert testimony which consisted entirely 
of argumentative proof of chloroform poisoning 
as the cause of death? If an autopsy had been 
performed and a toxicological examination con- 
ducted, the whole matter might have been dis- 
posed of by chemical proof of the presence or 
absence of lethal amounts of chloroform in the 
various organs of the body. 


Bulletin No. 64 of the National Research 
Council lists the following causes of deaths as 
officially recorded by a coroner in the year 
1919.4 In none of these cases was an autopsy 
performed and, needless to say, no chemical 
analysis was conducted. 


(1) “Aunt said she complained of pneumonia; looked 
like narcotism.” Here the patient very conveniently 
made the diagnosis and the coroner appears to have 
been at a loss as to how he might have resolved his 
doubt of the patient’s diagnostic ability. 

(2) “Believe strychnia used, viewed as suicide.” If 
strychnine was used, this fact could have been proved 
very easily by chemical analysis. 

(3) “Looks suspicious of strychnine poisoning.” Ap- 
parently the coroner did not deem it important enough 
to determine whether the death was due to poisoning 
and whether it was a homicide, suicide or accident. 


(4) “Could be diabetes or poison.” 

(5) “Died suddenly after taking medicine.” 

(6) “Died suddenly.” This is the “reductio ad 
absurdum” in causes of death and hardly requires the 
services of a reasonably well paid public official. 


Perhaps the greatest value in toxicological 
examinations conducted in the course of post- 
mortem investigations lies in the various routine 
analyses which are done. For example, when 
death occurs as the result of an accident or 
homicide, it is important to know whether the 
deceased was intoxicated at the time of death 
or at the time of the accident. This problem 
can readily be resolved by determining the 
alcohol concentration in the brain.5® Likewise, 
if a body is fov-d in water, the question arises 
as to whether the person actually drowned or 
whether the body was thrown into the water after 
death. This can often be determined by a chemi- 
cal analysis of the blood obtained from the left 
and right chambers of the heart to ascertain the 
salt concentration.’ ® If the concentration is the 
same in both chambers, drowning did not occur, 
but if the left chamber has a higher concentra- 
tion, then drowning occurred in salt water. If 
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the right chamber has a higher concentration 
then drowning occurred in fresh water. 


Again, let us suppose a body is found in a 
burning building. It might be vital to the case 
to determine whether the person was alive dur- 
ing the fire or whether the deceased was first 
killed and the fire then started to cover up 
the homicide. This question can be readily 
answered by determining the percentage of 
carbon monoxide hemoglobin in the blood. If 
death occurred first, only the normal carbon 
monoxide hemoglobin of approximately 1 to 5 
per cent will be found. If, however, the person 
was alive during the fire, then the carbon mon- 
oxide hemoglobin values will be 15 per cent or 
higher.? 1° 


Such investigations mentioned above would be 
of prime importance in bringing about the con- 
viction of a person guilty of homicide, but it 
must be understood that it is not the duty of a 
medical examiner’s office, or anyone connected 
with that office, to seek convictions. The duty is 
only to elucidate the medical evidence in a 
scientific manner so that the proper authorities 
may use it in a way which is fair to all persons 
concerned. 


In order to show the nature and importance 
of the toxicological work as an integral part 
of the medicolegal necropsy, a few of the cases 
handled by the Medical Examiner’s Office in 
Maryland during the past three years will be 
cited. 


Case 1—G. M. had been employed as a watchman 
for a local ship company. On the night of his death, 
he went out into the harbor on a launch to board the 
ship on which he was to serve his period of watch. He 
proceeded to board the ship from the launch by way 
of a Jacob’s ladder. When he reached for the ladder, 
he was seen to lose his hold and he plunged into the 
water from which his body was recovered a short time 
later. Since this was an accidental death it came within 
the jurisdiction of the medical examiner. An autopsy 
was performed and blood was removed from the left 
and right ventricles of the heart for chemical analysis. 
The brain was also removed and submitted to the 
toxicologist. The determination of the chloride concen- 
tration in the blood of the two sides of the heart 
showed that the man had drowned and the analysis of 
the brain showed it to contain 0.34 per cent ethyl 
alcohol which indicated an advanced state of intoxica- 
tion. Since the man had met his death while at work, 
his family made a claim for industrial compensation. 
This claim was denied when the evidence of the de- 
ceased’s intoxicated condition was brought forth. In 
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the absence of the routine alcohol determination, it is 
quite probable that the compensation claim would have 
been granted. 


Case 2—M. S. was a woman 48 years of age and the 
history obtained indicated that she had come home, 
late in the evening preceding her death, in an intoxicated 
condition. She was put to bed and some six hours later 
was found unconscious and shortly thereafter she was 
pronounced dead. The autopsy disclosed no gross path- 
ology to account for the sudden death. A routine alcohol 
determination on the brain showed no alcohol. This 
was contradictory to the history and a further examina- 
tion of the brain was made. As a result, sufficient 
barbital was recovered to show that this had been the 
cause of death. Further investigation showed that the 
woman had been despondent over the loss of a son in 
the war and her death was, therefore, believed to be 
suicidal. In the absence of the chemical examination, 
the true cause of death would not have been ascertained. 


Case 3—The case of L. H. illustrates the importance 
of careful observation combined with chemical analysis 
in reaching the correct conclusion as to the cause of 
death. The body of a young male Negro was admitted 
to the morgue with a history that the decedent had 
been drinking heavily and had arrived at his rooming 
house on the preceding evening in a highly intoxicated 
condition. He was found dead in his room on the next 
morning. When the assistant medical examiner viewed 
the body, he observed a pinkish discoloration on the 
anterior portion which was evident in spite of the dark 
skin of the dead man. An autopsy was performed and 
samples of the brain and blood were examined chemi- 
cally. The brain contained 0.23 per cent ethyl alcohol 
and the blood was shown to contain 70 per cent carbon 
monoxide hemoglobin. This clearly established the cause 
of death as carbon monoxide poisoning and also sub- 
stantiated the history of the man’s drinking. When 
this information was communicated to the police, an 
investigation was conducted to determine the source of 
the carbon monoxide. No gas fixtures were present in 
the room of the deceased but there was located in the 
room an unused, boarded-up opening of a hot air heat- 
ing system. This duct was still connected to the furnace 
in the cellar of the house and a sufficient leakage of 
coal gas occurred through the cracks in the boarding 
to cause the death of the man who probably was in a 
deep sleep as the result of the alcohol he had consumed. 
If this investigation had not been conducted, perhaps 
the next occupant of the room would have met a similar 
fate. 


Case 4.—V. B. was a two-year-old child who died 
quite suddenly at home. When the child’s body was 
admitted to the morgue, it was observed that her head 
was almost completely covered with lice and nits. The 
autopsy did not show anything specific and the brain, 
liver and stomach (with contents) were removed for 
chemical examination. In the course of the investigation 
into the death, it had been ascertained that the child’s 
mother had been using a commercial pediculicide. This 
preparation was found to contain extracts of fish- 
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berries and sabadilla seeds. The former contains the 
toxic bitter, picrotoxin, while the latter contains veratrine 
alkaloids. With this information at hand, the chemical 
analysis was conducted and both picrotoxin and veratrine 
were recovered in sufficient amounts to account for the 
child’s death. 


Case 5—H. K. was a 73-year-old man who, while 
visiting some friends, went to their cellar and drank 
from a bottle which he believed contained cider. Some 
three hours later, he died. It was found, on investiga- 
tion, that there was a 1 gallon jug of cider in the cellar 
but that, adjacent to it, there was another gallon jug 
containing a commercial weed killer. Chemical analysis 
showed that the weed killer consisted of an alkaline solu- 
tion of arsenious oxide. Analysis of the man’s liver 
and stomach contents showed that his body contained 
approximately 2 grams of arsenious oxide absorbed and 
unabsorbed. This clearly established that the deceased 
had mistakenly drunk the weed killer instead of the 
cider. 


Case 6—W. H. was a 51-year-old man whose body 
was found seated in a chair in his dental office. There 
was a strong odor of illuminating gas in the room and 
this gas was found to be coming from a jet in an ad- 
joining small laboratory. From the general circum- 
stances, the case appeared to be a not uncommon carbon 
monoxide poisoning. However, a routine examination 
of the blood showed only a normal carbon monoxide 
hemoglobin percentage, thereby proving that death was 
not due to carbon monoxide poisoning. An autopsy was 
then performed and no gross pathology was found. 
Chemical analysis of the brain and stomach contents 
showed sufficient amounts of barbiturate to prove that 
this had been the cause of death. Investigation dis- 
closed that the deceased had used various barbiturates 
habitually and since there was nothing to indicate any 
suicidal tendencies, he had probably taken an accidental 
overdose. Because of the laboratory work, the bene- 
ficiaries of the deceased’s insurance policies were able to 
claim successfully double indemnity for accidental death. 


The above cases demonstrate an important 
aspect of the medico-legal autopsy, that is, the 
toxicological examination. Without such an ex- 
amination, many autopsies would be incomplete 
and many more would fail to disclose the true 
cause of death. 
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MEDICAL EXAMINER’S SYSTEM IN THE 
STATE OF MARYLAND* 


By Howarp J. Mapes, M.D.* 
Baltimore, Maryland 


The best deterrent to crime is a well organized 
law enforcement agency and a modern medical 
examiner system. New and scientific methods 
will do much in discovering the work of crim- 
inals. The inadequate methods of the past in 
crime detection have been superseded by ad- 
vanced laboratory and other methods which lead 
toward the eradication of organized crime. How- 
ever, it is still with us and much remains undone 
in handling the situation. The new and scientific 
methods have been made possible through the 
creation of the medical examiner system which 
has brought about the downfall of many high 
and low-grade criminals. Through the adoption 
of new methods and continuous research great 
advances have been made through the medical 
examiner system and by better trained police 
personnel. Much of the improvement in our 
methods in this country and particularly in 
those states and cities where the medical ex- 
aminer system is in vogue has been through the 
adoption of crime detection by the work done in 
outstanding European cities and _ especially 
through the research work done in their medico- 
legal institutes. Legal medicine and crime de- 
tection are taught in comparatively few medical 
schools in this country but not to the extent 
that they should be, except in Boston and New 
York. Such improvements as have been made 
can be ascribed to the medical examiner system. 


This medical examiner system in Maryland 
succeeded a wornout and obsolete coroner’s 
system which was of long standing in this state. 
The old system was born in England and brought 
to Maryland in 1666, according to Dr. Horace 
E. Flack, Director of the Department of Legisla- 
tive Reference of Baltimore City. The coroners 
in Maryland had operated continuously for a 
period of 273 years. Numerous and important 
changes had been made over these years and 
particularly one was made in 1860 when for the 
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first time a physician is mentioned in connection 
with the work of the coroner, the latter being 
given the option of choosing a physician to assist 
him. It was in 1868 that the state law authorized 
the governor to appoint a physician as the sole 
coroner for Baltimore City. 

By an interesting Baltimore City ordinance, 
No. 20, approved on March 8, 1890, the Board 
of Health of the city was authorized to appoint 
two physicians with the titles of medical ex- 
aminer and assistant medical examiner, whose 
duty it was to perform all autopsies requested by 
the coroners or by the state’s attorney of Balti- 
more City. The titles in 1921 were changed to 
postmortem physician and assistant. Their work 
was largely subject to the coroner’s will or desire 
and, therefore, limited to state’s attorney cases. 
The physician-coroners continued to exercise 
their dual functions, namely, medical and 
juridical. 

The postmortem physician did the requested 
autopsies principally upon homicides and only 
occasionally upon suspicious cases of poisoning. 
This arrangement remained in vogue for many 
years and it was not very satisfactory. One can 
readily see and should understand that combin- 
ing the law and medicine, to be practiced by a 
physician, is not conducive to the best interest 
of the courts or the people. This was clearly 
evident in the medical and legal professional 
mind for many years. Those who have had ex- 
perience under the old regime can testify to its 
general and almost universal inaccuracy and in- 
efficiency. Time does not permit to draw a com- 
parison between the early and later medical 
examiner systems; volumes have been written 
on this. It is a known fact that the old system 
of “coroner’s” diagnosis is replete with guesses, 
snapshot diagnoses based often on hearsay and 
without personal investigation. The main reason 
for the discrepancy and inaccuracy of the cor- 
oner’s report was due to lack of personal interest 
in investigating cases and autopsies. The death 
certificates were made out accordingly and, to 
say the least, in a large proportion of cases they 
were worthless for giving immediate causes of 
death with accuracy. 


The proper time was patiently awaited and 
at last the wheels were started in 1937 by the 
appointment of a committee of the Medical and 
Chirurgical Faculty of Maryland. The chairman 
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of the committee, after investigating the cor- 
oner’s system and following a complete and un- 
prejudiced report in 1938, recommended the 
abolishment of that system. The report was 
approved and the faculty decided to make an 
effort to change to the medical examiner system 
and to this end with the valuable services of 
Dr. Flack, who was mentioned earlier, a satis- 
factory bill was drawn and presented to the state 
legislature early in 1939. At last the physicians 
of the state after working quietly for the change 
could see that steps were being taken to secure 
a much needed and progressive law to permit 
Maryland to become the first state with a state- 
wide medical examiner system. A prior medical 
examiner system had been started in Boston in 
1879 and later one in New York City in 1919 
and still later one in Newark, New Jersey, in 
1929. The Maryland law was approved by 
Governor Herbert R. O’Conor on May 11, 1939, 
and became effective as Chapter 369 on June 1 
of that year. One county remained out of the 
system until 1941, since which time the Mary- 
land system has covered our entire state. The 
law created the Maryland State Department of 
Postmortem Examiners and established the 
Maryland Postmortem Examiners Commission 
composed entirely of ex-officio members. These 
were: 


The Professor of Pathology of the School of Medicine, 
University of Maryland 

The Professor of Pathology of the School of Medicine, 
the Johns Hopkins University 

The Director of Health of the State of Maryland 

The Commissioner of Health of Baltimore City 

The Attorney General of Maryland 


The original members were respectively: Dr. 
Hugh R. Spencer, Dr. William G. MacCallum, 
Dr. Robert H. Riley, Dr. Huntington Williams 
and Judge William G. Walsh. 

The new law transferred the responsibilities 
of coroners to the commission and to its chief 
medical examiner’s office. There has resulted 
good cooperation with the police officials and 
this is of inestimable value in state’s attorney 
work in homicide cases and suspicious deaths. 

The first meeting of the commission was held 
on May 11, 1939, at which time Dr. MacCallum 
was elected chairman; Dr. Riley, vice-chairman; 
and Dr. Williams, secretary. The superintendent 
of the state police, by an amendment to the 
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law, was substituted for the attorney general and, 
thereby, Colonel Beverly Ober replaced Judge 
Walsh. Following the death of Dr. MacCallum, 
Dr. Arnold Rich was appointed to serve on the 
commission and Dr. Riley became chairman. 
The ex-officio membership of the commission to 
serve the State of Maryland is, in the opinion 
of the author, highly advantageous. Each mem- 
ber serves because of his professional qualifica- 
tions. The commission holds regular monthly 
meetings, except in July and August, in the 
office of the chairman and guides and reviews 
all the department work. The state law outlines 
clearly and specifically the duties of the chief 
medical examiner, the assistants and the deputy 
medical examiners of the counties. The good 
features of the law were taken in part from the 
New York City medical examiner law, and a 
number of items are included which are not a 
part of any other medical examiner law. 


For duties, Section 5 of the Maryland law 
includes the following: 


“When any person shall die in Baltimore City, or in 
any county of the state, as a result of violence, or by 
suicide, or by casualty, or suddenly when in apparent 
health or when unattended by a physician, or in any 
suspicious or unusual manner, it shall be the duty of the 
police or sheriff immediately to notify the chief medical 
examiner and assistant medical examiner, or a deputy 
medical examiner, as the case may be, and the state’s 
attorney of Baltimore City, or of the county, as the 
case may be, of the known facts concerning the time, 
place, manner and circumstances of such death. Im- 
mediately upon receipt of such notification, the said 
medical examiner shall go to the dead body and take 
charge of the same.” 


The commission in 1939 set up plans to bring 
about a well-integrated organization through the 
appointment of a chief medical examiner, as- 
sistant medical examiners and deputy medical 
examiners to the counties. The appointments of 
the deputy medical examiners were made on 
the nomination of the several county medical 
societies according to the law and there has 
been full cooperation of these individual medical 
societies. Likewise, the commission later made 
the appointment of qualified pathologists for 
one or more counties on recommendation of the 
chief medical examiner. The approved path- 
ologists perform autopsies on medical examiner 
cases at the request of the deputy medical ex- 
aminer following a personal investigation. Fre- 
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quently the state’s attorney is consulted prior 
to an autopsy. With the state’s attorney, the 
triad working separately make for very effective 
teamwork. 


The law gives specific directions to be fol- 
lowed by the commission and it fully outlines 
the qualifications and duties of the chief medical 
examiner and his assistants. The chief medical 
examiner’s office is required by law to keep 
complete records of deaths investigated in Balti- 
more and in the counties. Records are kept of 
all autopsies performed at the Baltimore City 
Morgue, or by a medical examiner or approved 
pathologist in the counties. An opinion on the 
investigation and the protocol of the autopsy are 
sent to the state’s attorney of Baltimore City or 
any county if, in the judgment of the medical 
examiner or deputy medical examiner, a legal 
investigation is necessary for the presentation 
of the cases to the Grand Jury. One of the most 
important duties of the chief medical examiner 
is to protect those concerned after the demise of 
a loved one, and to see that they are dealt with 
honestly. 


The medical examiner’s office serves the 
public and they are entitled to any available 
information obtained through routine or special 
investigations provided nothing is disclosed 
which would interfere with the state’s attorney 
in the prosecution of a case. After a case is tried 
in our criminal court, the protocol can be re- 
leased to interested persons such as the family 
legal representative or corporation agent. The 
agent is advised by our office to inform the 
family of their request. Very often an insurance 
company can close a case promptly and thereby 
relieve the family of possible hardship, and it 
often eliminates unnecessary court procedure. In 
natural deaths the protocol is immediately avail- 
able to interested persons. A small fee is charged 
for this office work. In many office cases no 
charge is made to make out proofs of death and 
autopsy protocols. The fees collected are sent 
monthly to the city treasurer. The deputy 


medical examiners are permitted to make a 
reasonable charge for their services but not 
above their regular office fee for executing proofs 
of death. The cause of death is given the police 
department of the city or county and permission 
is granted members of the homicide squad of 
the detective bureau to be present at an autopsy 

















or inspect the remains. Photographs and finger- 
prints are made by the police department. In 
certain cases there may be need for a further 
investigation by the police and, if so, the chief 
inspector of police is so advised. If additional 
important information is received after a case 
is closed, sufficient to justify the reopening of it, 
the medical examiner will be governed accord- 
ingly. 

The state’s attorney of the city or any county 
may exercise the same privilege and request the 
medical examiner of Baltimore City or a deputy 
medical examiner in the county to reconsider a 
case. The Maryland State law is definite and 
specific in regard to medicolegal autopsies when 
it is essential to seek evidence to justify special 
needs of law. The law reads: 

“If, however, in the opinion of such medical examiner, 
an autopsy is necessary, the same shall be performed 
by the chief medical examiner, an assistant medical 
examiner, or by such competent pathologist as may be 
authorized by the chief medical examiner.” 

This simplifies matters greatly and the medical 
examiners need not obtain permission from the 
state’s attorney, any law enforcement agency, or 
even the nearest of kin. There are no interfering 
influences, no handicaps, no delays; it is the 
medical examiner’s responsibility to make the 
decision. 


The arrangement for autopsies by approved 
pathologists in the counties has been working 
satisfactorily since the inception of the new sys- 
tem. This plan is in operation in all counties 
except five which are close enough to Baltimore 
City for the deputy medical examiner to send 
cases to the city morgue for autopsy. In a few 
instances an approved pathologist may serve two 
counties. The deputy medical examiners co- 
operate with the central office located in Balti- 
more in every way and send their individual 
case reports on special forms promptly with 
full information, and these are carefully scru- 
tinized. Likewise, the approved pathologists are 
required to send promptly the protocols on cases 
which are autopsied; they are supplied with a 
special form; the first page carries essential in- 
formation on the case and other form sheets 
carry gross and microscopic section reports. 


There is a fee mentioned in the law of $25.00 
payable by the county commissioners to the 
Mayor and City Council of Baltimore for the 
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services rendered by the chief medical examiner 
or assistant medical examiner when called to a 
county to perform an autopsy. The chief medical 
examiner is authorized by the state law to desig- 
nate a competent pathologist to perform an 
autopsy, in which case the pathologist receives 
the fee. It is also provided that if the chief 
medical examiner or assistant performs an 
autopsy in a county, a charge is permissible for 
“his necessary traveling expenses.” In unusual 
and obscure cases the services of the chief medi- 
cal examiner or assistant medical examiner and 
toxicologist are always available to the deputy 
medical examiner, approved pathologists and 
state’s attorneys. Official medicolegal investiga- 
tions are conducted by specially trained depart- 
mental physicians in all cases coming within the 
scope of the state law. The responsibility of 
making a decision concerning the need of an 
autopsy rests with the investigator or the deputy 
medical examiner as the case may be after a 
personal investigation of the death. If the death 
is at all questionable, or doubtful, an autopsy is 
requested. If it is in the interest of the public 
even in certain cases when the cause of death 
seems obvious, the investigators and deputy 
medical examiners have been instructed to have 
the body autopsied. The law is also very ex- 
plicit in another important matter: 

“The records of the office of the chief medical examiner, 
and of the several deputy medical examiners made by 
themselves or by one under their direction or supervision, 
or transcript thereof certified by such medical examiner, 
shall be received as competent evidence in any court in 
this state of the matters and facts therein contained.” 


The law definitely separates the legal and 
the medical duties and yet creates a close co- 
operation between the legal agencies and the 
police department. Our system through separate 
investigations of a death is highly satisfactory. 


If the state’s attorney, after receiving our 
protocol, decides to refer the case to the Grand 
Jury, it is much better prepared for prosecution. 
The evidence is more direct and trustworthy. 
The elimination of inquests is taken care of by 
law as follows: 

“The chief medical examiner, assistant medical examiners 
and deputy medical examiners shall not have the power 
or be required to summons a jury of inquisition.” 

At regular monthly intervals the deputy medical 
examiners of the counties report a summary of 
their cases on a special form to the central office, 
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where the deaths are classified according to the 
“Manual of the International List of Causes of 
Death and Joint Causes of Death” and each case 
is then numbered and filed. The law requires 
each Deputy Medical Examiner to keep a copy 
of case reports in his office. 


The cooperation of physicians in Maryland 
has been commendable. There have been very 
few instances of disinterest. Sometimes there is 
confusion on the physician’s part as to handling 
a sudden death in his office. This is more likely 
in the case of specialists. In a special letter 
sent to all physicians of Baltimore City they 
were advised what to do in case of a sudden 
death in their private offices. 


The commission, in June 1939, adopted regu- 
lations for medical examiner cases in Baltimore 
hospitals and these have simplified the former 
twenty-four hour rule governing coroner cases. 
The hospitals working under these regulations 
are permitted to handle, independent of the 
medical examiner’s office, many cases of a non- 
violent character when a reasonable cause of 
death can be established. The hospitals also 
handle certain cases where death follows a simple 
fracture in an elderly person or burns not due 
to conflagrations. There is an understanding 
with the hospital authorities that in these cases 
the death certificate must be approved by the 
medical examiner. 


The administration of oaths and affirmations 
are permitted under the state law. Conferences 
are held in the chief medical examiner’s office 
with the heads of the police and fire departments 
depending upon the character of death, and wit- 
nesses are questioned about the case. Special 
stenographic notes are made and placed on the 
case record. The fire department officers co- 
operate with the medical examiner by filling in 
a special form in cases where death is due to 
inhalation of carbon monoxide or other poisonous 
gases. A highly qualified fulltime staff toxi- 
cologist has contributed inestimable value to 
the medical examiner’s system and has been the 
means of detecting the cause of death in obscure 
cases, in this way assisting materially in reduc- 
ing the number of unsolved suspicious deaths. 


Aside from the high points in the Maryland 
law, let us briefly consider several essential 
laboratory functions. Chemical analysis is one 
of the most important. Much depends upon the 
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toxicologist to determine the percentage or 
quantity of a drug or poison in order to evaluate 
the findings and connect them with a death. 
Everyone knows that poisons or drugs used for 
homicidal intent could go undiscovered and a 
criminal be not apprehended. Routinely, alcohol 
determination on a brain from the deceased in 
automobile, other vehicular or general accidents 
are conducted in order, if possible, to place the 
responsibility. Other laboratory work of the 
department is significant and materials are ob- 
tained when it is necessary for bacteriological, 
serological or histological study. The central 
office is equipped with complete facilities for 
photographic work. Photography is encouraged 
in the counties and many photographs are made 
at the scene of investigation and are attached to 
the office records. The approved pathologists in 
the counties are urged to send blocks of tissues, 
microscopic slides or other postmortem material 
to the central office for further study. In homi- 
cide gunshot wounds, if a question arises as to 
whether it is a close fire, the approved path- 
ologist is requested to excise the wound and send 
it to our toxicologist for chemical tests to ascer- 
tain if powder is present. 

The several advantages of the medical ex- 
aminer system, as exemplified in the laws of 
Maryland relating to postmortem examiners, 
have been enumerated in the above discussion. 
It is believed that other communities may 
profitably give consideration to the adoption of 
a similar system. 





CLINICAL AXIOMS IN PHYSICAL 
MEDICINE* 


By E. M. Suirat 
Washington, D. C. 
and 
B. A. STRICKLAND, JR.* 
Washington, D. C. 


The usual Army physical medicine service 
has a large clinic with many hundreds of patients 
coming to it. Some fundamental principles must 
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be followed in treatment by physical therapeutic 
measures. It has been recognized that the 
assemblage of a few of these working formulae, 
which we have chosen to call axioms, would be 
of limited use and inadequate, if unsupported by 
explanation of the underlying principles. It is 
not within the scope of this discussion to present 
all the varied procedures available to physical 
medicine but rather to emphasize some reasons 
for the use of certain measures. 

“Axioms” in medicine are measures which 
have become established as evident, worthy, and 
scientifically acceptable. However, what we 
consider axioms in a science must be subject to 
constant evaluation and revision. They can be 
established only after having proven their worth 
and must be scrutinized constantly. These which 
we present are not necessarily new to you. They 
are in reality old therapeutic principles. 

They are actually your principles which you 
have been successfully following. However, we 
present for your consideration this short list as 
related to the application of physical therapeutic 
measures. 

These axioms are: 

(1) The application of a physical therapeutic 
measure can be expected to produce a certain 
result in a certain condition. 


For example, in trauma to soft tissues, such as 
joint sprains, swelling takes place resulting in 
pain and muscular spasm. If allowed to con- 
tinue, this extravasation will impede the return 
of blood supply necessary in the healing process. 
The immediate treatment of sprains, therefore, 
is focused on the control of hemorrhage and 
minimizing of extravasation of fluid into the 
tissues. It is only logical that the early applica- 
tion of cold compresses would be expected to 
cause constriction of the vessels and thus de- 
crease the hemorrhage and transudate.! 

(2) The diagnosis being accurate, a physical 
therapeutic measure can be prescribed as spe- 
cific for that condition. 

This is the key to proper application of 
physical therapeutic measures. There must be 
the selection of appropriate measures to meet 
the individual case. As Kovacs? says: 

“It is not a question of a certain apparatus to be 
applied in the case of a certain diagnosis, but rather 
that of a certain physical agent or combination of 
agents to be applied to the pathological changes or 
functional disability existing in the patient.” 
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To illustrate, pain in the shoulder may be 
indicative of superficial injury, deep injury, or 
even a radicular manifestation of disease. In- 
judicious use of heat, applied for symptomatic 
relief of pain, without an attempt at diagnosis 
is fraught with many dangers. 


(3) Beneficial results should not be expected 
in the use of a certain physical therapeutic 
measure, unless it be part of a complete regimen 
of functional restoration. 

This axiom seems quite obvious, but it is so 
important that we feel it should be mentioned 
in this discussion. A supracondylar fracture 
often results in loss of range of motion in the 
elbow after the cast is removed. Early heat, 
gentle massage, and gradually increasing passive 
and later, active exercises, will result in full 
restoration of function in the majority of cases. 
One can treat this elbow for months or years 
with the best radiant heat therapy available, and 
never secure one whit of functional restoration. 


(4) The physician must constantly keep in 
mind the contraindications of the various physi- 
cal therapeutic measures. ; 

In choosing treatment, one would not advo- 
cate moist hot packs to the gangrenous toe of a 
patient with thrombo-angiitis obliterans. It 
could only be expected to lead to macerated 
tissue and in time to amputation of the part. 

(5) A physical therapeutic measure should 
not necessarily be advocated as the sole cura- 
tive measure, but rather as one of assistance. 

Thus, physical medicine is an adjuvant, often 
the major adjuvant, to a therapeutic program, 
but not to be used instead of it. May I modify 
this statement and say at times a physical thera- 
peutic measure may be the sole method of 
therapy? In a peripheral nerve injury muscle 
stimulation and re-education are probably the 
major aspect of treatment, but the physiatrist 
must be constantly in consultation with the 
neurosurgeon for definitive care and treatment, 
whether that be surgical intervention, splinting 
or other procedures. An orthopedist* once said, 
“The purpose of treatment of fractures is to restore a 
person to a normal activity as soon as possible and as 
nearly normal as possible. This implies that the ortho- 
pedist would have first taken care of the patient by 
indicated reduction, immobilization and casting with 
the fragments in good apposition. However, this patient 
should be placed on a regimen with progressive exer- 
cise, within pain limits for short periods, frequently re- 
peated, to premote bone union and decrease disability ” 
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To repeat once more this statement, a physical 
medicine program is an important adjuvant to 
proper therapy but should not be used in place 
of it. 


Another example of a physical therapeutic 
measure that may be advocated to assist a 
patient is early ambulation. Much has been 
written about early ambulation following sur- 
gery. However, one also finds some surgeons 
who do not use early ambulation. The reasons 
for bed rest are to prevent complications such 
as wound disruptions, pneumonia, or emboli. 
However, it has been found that in actuality in- 
stead of preventing complications, one favors 
them by keeping the patient in a supine posi- 
tion. For example, a normal individual can 
inhale 15 per cent more air in a standing posi- 
tion than in a supine position. Also, it has been 
postulated that following major operations, a 
clinical state of peripheral vascular failure de- 
velops with a consequent hemoconcentration. 
Thus with increased blood viscosity and the 
release of fibrinogen following operative trauma, 
thete follows an increased tendency to intra- 
vascular clotting. In early ambulation, exercis- 
ing will increase the rate of flow and prevent the 
blood from stagnating simply because the body 
and limbs are moved and deep breaths are taken. 
The easiest way to do this is to get the patient 
out of bed. 


It has been shown also that the nitrogen bal- 
ance is upset to the negative side by bed rest, 
even in the well individual, and negative calcium 
balance is brought about by bed rest. Davison, 
Letton and Hendry* have shown that if bed 
rest is continued long enough in normal in- 
dividuals, there is x-ray evidence of osteoporosis. 
Early ambulation of a patient must be early or 
not at all. The patient should be gotten up not 
later than the third day or he should be con- 
tinued at bed rest until any clot which may 
have formed is tightly attached to the vein in 
which it was formed. Therefore, it would be 
more hazardous to practice it later than early. 
Certainly, early ambulation is an assistive physi- 
cal therapeutic measure. 


(6) The application of physical therapeutic 
measures is usually external and from its onset 
the physiological response is from without to 
within. 


This is advantageous in that the effects and 
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responses may be varied or interrupted. This is 
best exemplified in the giving of a cabinet fever.5 
The extent and duration of the fever can be con- 
trolled accurately. It may be terminated prompt- 
ly if complications arise, and the dosage can be 
adjusted to the tolerance of the patient. 

(7) The dosage of a physical - therapeutic 
measure must be subjected to the same careful 
analysis as with drugs. 

Before prescribing for a condition, one must 
take into consideration its acuteness, extent, and 
the presence of other pathologic conditions which 
may contraindicate the treatment. Increased 
pain or severe discomfort in the course of any 
physical treatment is usually evidence of over- 
dosage. The use of low intensity heat frequently 
is acceptable to patients with acute pain but at 
times even this aggravates their symptoms. The 
reason is that there occurs too great a hyperemia 
without compensating lymphatic and venous 
drainage, resulting in an increase in the inter- 
tissue pressure. In short, the physician must be 
familiar with the precision of his treatment pro- 
cedure, the condition of his patient, and the 
physiological result desired.® 

(8) The advocating of a mechanical aid should 
not be the primary factor in a program of 
rehabilitation. 


Mechanical aids may be necessary in a pro- 
gram aimed at independence of the patient. 
However, before introducing mechanical aids, 
the objectives should be to coordinate muscle 
function, increase muscle strength, and thereby 
increase activity and independence. As Bennett? 
and others have said: “You must evaluate the 
functional capacity before the application of 
special apparatus, trick movements, or surgery 
is advised.” As Mock states, ‘“Sacro-iliac belt 
or back braces may in some instances doom the 
patient to invalidism.” However, if one does 
not support weakness, it must be remembered 
that irreversible changes will usually occur. 

(9) The physician in treating a patient with 
the use of a physical therapeutic measure, must 
not think only of the condition he is treating but 
rather that he is treating that individual who 
has a condition requiring treatment. 

After analyzing carefully the history and 
physical and the physiological make-up of each 
patient, he must then decide what the end 
result should be. His efforts throughout treat- 
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ment should constantly be directed toward main- 
taining confidence and cooperation of the pa- 
tient and keeping in close touch with all aspects 
of that patient’s life which may relate to his 
successful completion of therapy. In short, one 
is treating a patient with a fracture, not a frac- 
ture in a patient. 


(10) The injudicious and/or prolonged use 
of a physical therapeutic measure may aggra- 
vate or help set up a neurosis. 


A physical therapeutic measure may be in- 
dicated as a psychotherapeutic agent. However, 
it is frequently overlooked that there is a danger 
in the prolonged use of a physical therapeutic 
measure for a condition that has as a basis only 
a somatic complaint not founded on a pathologic 
condition. It would follow, therefore, that pro- 
longed and continued care in such a case may 
result in fixation of a neurosis. 


CONCLUSIONS 


Ten axioms have been presented for and 
against the varied physical therapeutic measures. 
They are: that the diagnosis of the condition 
being correct, the physical therapeutic applica- 
tion can be specific; certain results or effects 
can be expected and determined, and what not 
to expect may be known. One should advocate 
physical therapeutic measures as an adjuvant to 
recovery, and not as the main modus operandi. 
Remember the physiologic action is usually from 
without to within, easily controlled, maintained, 
or terminated. These axiomatic observations aid 
further in replacing empiricism with rationalism 
in physical medicine. No branch of medicine 
being an exact science, but rather a scientific 
art, a constant and diligent search by the 
physiatrist for lucid, factual data concerning 
physical agents must be continued. 
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HARTNETT AND RATCLIFFE: 


HYPERTENSION IN NEGROES 


STUDY IN HYPERTENSION ON 
SOUTHERN NEGROES* 


By W. G. Hartnett, M.D. 
and 
Harotp E. Ratciirre, M.D. 
Jackson, Mississippi 


We have heard so many diversified opinions 
about the occurrence of hypertension in the 
Southern Negro that, being in Mississippi, we 
felt this was a good opportunity to study the 
situation. Consequently, we set about to study 
the charts on 7,000 admissions in the past year 
to determine the ratio of hypertension in the 
colored race as compared to the white. 


In Mississippi the negro population in 1940 
was 1,074,578, of a total population of 2,180,905. 
In our hospital the colored comprise 35 per 
cent of our admissions. Our patients are prac- 
tically all males from the age of 18 up, who have 
served in either World War I or World War II. 

George Crile,’ writing on “Diseases Peculiar 
to Civilized Man,” says that the racial dis- 
tribution of hypertension indicates that the 
highest known incidence of high blood pressure 
is among those who struggle with the complexity 
of civilization. Thus, in the aboriginal native 
the incidence of hypertension is low. On the 
other hand in the urban American Negro, who 
is removed from his protective aboriginal facility, 
the incidence is higher. 

A study of 3,996 convicts at a Philadelphia 
County Prison included 2,230 colored prisoners.” 
Since the Negro in Philadelphia is usually an 
urban Negro, he might be considered as one of 
those struggling with civilization more than 
the plantation Negro. It was found that 13.6 
per cent of the colored fell in the hypertension 
group, while 4.4 per cent of the white were in 
a comparative group. 

Weiss and Prusmack; found that in patients 
under 40 years of age at the Louisville City 
Hospital, 10.1 per cent of colored patients had 





*Received for publication December 15, 1947. 
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hypertension as compared with 3.6 per cent 
in the white. Seventy-six per cent of the total 
were between 40 and 70 years of age. In the 
50-54 year colored group occurred the greatest 
incidence (16.8 per cent of the total). 


Two hundred colored natives of the Congo‘ 
were selected at random and 35.5 per cent were 
found to have hypertension. Routine examina- 
tion of 500 colored workers in Central America 
showed 33.5 per cent to be hypertensive.’ In 
view of Crile’s belief, it is rather surprising that 
these natives should have a high incidence of 
high blood pressure. 

The difference in temperament and reaction 
in the two races was studied by Schwab, Curb, 
Matthews and Schulze. They concluded that 
there is a quantitative difference in the blood 
pressure reaction to a standard vasomotor stim- 
ulus (cold pressor test) in the white and colored 
races and that the Negro more often has a 
hypersensitive vasomotor mechanism. 

With the above facts in mind, we decided to 
review the admissions at the Veterans Hospital 
for the past year. These included 7,000 ad- 
missions, or 5,644 different patients. Of the 
group, 591 were patients who came in for special 
eye, ear, nose and throat examinations who had 
no blood pressures recorded. While these were 
probably normal, we have excluded them from 
our figures. This reduced us to 5,053 patients, 
both medical and surgical. Of these, 1,784, or 
35.3 per cent were colored. 

Among the 5,053 cases, 806, or 15.95 per cent 
had hypertension, that is, systolic blood pressure 
greater than 140 or diastolic greater than 90. Of 
the hypertensives, 320 cases, or 39.7 per cent 
were colored. 

Of the 320 colored patients, it was found that 
223 lived in rural districts, working on farms or 
as sharecroppers. 

Of the hypertensives, 61 per cent of the white 
patients and 69 per cent of the colored live in 
rural areas. 

From the above studies, it would seem that 
the colored race has a slightly higher incidence 
(4.4 per cent) than a similar white group. It is 
further shown that contrary to the usual belief, 
the rural plantation colored individual has a 
higher incidence of hypertension than his urban 
brother. 
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It is rather surprising that among our patients, 
the colored age group 18-30 has a lower per- 
centage than the white. We had 58 colored 
patients of this age living in the country with 
high blood pressure, as compared with 107 white 
patients in this group. One would think that 
because of the increased incidence of syphilis 
among the colored, and the earlier physical 
maturity of the Negro, the converse would be 
true. 


In the age group 30 to 40 there were 38 
colored patients with high blood pressure living 
in the country, as compared with 53 white 
patients. In the group 40 to 50, there were 23 
colored patients as compared with 41 white 
patients. In the group 50 to.60, there were 100 
colored patients, as compared with 86 white 
patients. In the group 60 to 75, there were 4 
colored patients, as compared with 9 white 
patients. 


CONCLUSION 


Seven thousand admissions to a Mississippi 
veterans hospital have been reviewed. Thirty- 
five per cent of the total admissions were 
colored patients. The incidence of hypertension 
among the colored race, as compared to the 
white race in a veterans hospital, is slightly 
higher than among the white; and the rural 
plantation Negro is not less subject to hyper- 
tension than his northern city brother. We have 
not considered the fact that military service 
might have contributed to psychic trauma as a 
potential cause of veterans’ hypertension in 
evaluating the difference between our plantation 
and our urban Negro. 

The authors wish to thank Drs. Eugene W. Coffman 
and Robert A. Helm for their help in preparing these 
statistics. 
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EDITORIAL DEPARTMENT 


SOUTHERN MEDICAL ASSOCIATION 
Forty-Second Annual Meeting 
Miami, Florida, October 25-28, 1948 








MIAMI MEETING 
OcTOBER 25 TO 28 


Technical exhibits, scientific and hobby ex- 
hibits, registration, section and general meeting 
places of the annual convention this year will 
be located at Dinner Key, on Biscayne Bay, 
which provides a spacious and convenient con- 
vention hall. A naval base in World War I, 
home base for Pan American Airways in the 
thirties, used again by the armed forces during 
World War II as a base to watch for enemy 
submarines, Dinner Key has recently been ac- 
quired by Miami to complete the city’s excellent 
convention facilities. Miami is a city of com- 
fortable hotels, and of delightful vacation ac- 
tivities. Hotel rates for the convention will be 
within a reasonable level, and the Southern 
Medical meeting will furnish a most enjoyable 
opportunity for a delightful vacation time, com- 
bined with learning. 


Post-convention trips have been planned to 
Cuba and Nassau. Final arrangements for these 
are to be made at registration headquarters at 
Dinner Key. 


SCIENTIFIC AND HOBBY EXHIBITS 


Plans have run a little late this year as the 
meeting runs early. There is still adequate space 
for the entry of good exhibits. Applications for 


EDITORIALS 








849 





both scientific and hobby exhibits should be 
made before September 10. Any physician who 
has scientific material for demonstration at 
Miami should write the office in Birmingham to 
request space. Hobby exhibits are again wel- 
comed. Any physician with a hobby may obtain 
a hobby exhibit application from the Association 
office. 


For convenient choice of rooms, reservations 
should be made now. The Hotel McAllister is 
general hotel headquarters. Reservations should 
be made through the Hotel Committee, Southern 
Medical Association Meeting, c/o Miami Con- 
vention Bureau, 320 N.E. Fifth Street, Miami 
32, Florida. There are many excellent hostelries 
in this resort city. 


Scientific programs are nearly complete and 
bid fair to provide the latest and most reliable 
medical information. 





SYPHILIS AND BACITRACIN 


The nearly forty years that have passed since 
Ehrlich and his magic bullet, have not dimmed 
the hope for a one-shot cure for syphilis. 
Penicillin revived the hope for a quick and cer- 
tain sterilization of the blood stream. Its effects 
are remarkable upon primary lesions and also 
in improving the tertiary stages. Yet recurrences 
after this drug are also frequent. Penicillin 
therapy is reinforced with fever and other medi- 
cation, and the search continues for more potent 
drugs. The numerous organic antiseptics ob- 
tained from mold and bacterial filtrates continue 
to offer a promising field for investigation. 


The Journat has previously objected to the 
popular and ill-devised term, “antibiotic.” Scien- 
tific terminology should be accurately derived, 
and study of the derivation of the word should 
permit a clearer comprehension of its meaning 
and connotation. ‘Antibiotic’ means “against 
life,’ and should describe substances dan- 
gerous to the human organism as well as to 
bacterial life in general. The atomic bomb is 
antibiotic. In medicine the word is misapplied 
to a group of substances which may be adminis- 
tered freely to human beings, and which spe- 
cifically inhibit a few micro-organisms. The 
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“antibiotics” could better be called exbiotics, 
meaning from living processes, or merely biotics, 
since they are products of living processes. 

A recently promising biotic is bacitracin, a 
filtrate from the soil bacillus B. subtilis. Iso- 
lated by Johnson, Anker, and Meleney,!? in 
1945 from a B. subtilis-like organism from a 
contaminated wound of a hospital patient named 
Tracy + was observed to inhibit the growth of 
a number of gram-positive micro-organisms, and 
a few gram-negative ones, such as the gonococ- 
cus and meningococcus, and to be of low toxicity 
to animals on intravenous and intramuscular in- 
jection. In human staphyloccal and _ strepto- 
coccal infections, its action resembled that of 
penicillin. It is excreted more slowly from the 
body than is penicillin; hence the blood level 
may be maintained for a longer period. There 
have been some investigations upon its oral 
effectiveness. When given to dogs in sufficient 
dosage, it greatly reduces the fecal streptococci 
and the spore forming anaerobes in the in- 
testinal tract. It has little effect upon the colon- 
typhoid group of organisms. After administra- 
tion of large doses by mouth, high blood and 
urine levels were obtained.’ 


It has marked in vitro activity against a num- 
ber of micro-organisms including the Treponema 
pallidum. 


Eagle and Fleischman* of the United States 
Public Health Service and Johns Hopkins 
School of Hygiene have investigated its effects 
in rabbit syphilis. It was given by intramuscular 
administration in aqueous solution. 


In rabbit syphilis, sufficient bacitracin could 
easily be given in one dose to arrest the primary 
lesions, but usually the infection reappeared 
after days, weeks, or months. Very large quan- 
tities of the product, however, five thousand 
units per kilogram and more, in single doses, 
sometimes effected permanent healing. The ani- 
mals were tested for complete cure by lymph 
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node transfer to normals four to six months after 
therapy. 

Both penicillin and bacitracin separately were 
curative in rabbit syphilis if given in sufficient 
amounts. If they were given together, a syn- 
ergistic effect was observed so that in combina- 
tion they were much more active than was either 
when used alone. If both were administered 
the dosage of each could be greatly reduced. 
One-fortieth the curative dose of penicillin when 
combined with one-seventh the curative dose of 
bacitracin, cured rabbit syphilis, as shown by 
subsequent lymph node transfer. Obviously this 
suggests another promising lead for antiluetic 
therapy, which will require extended investiga- 
tion. 





PREGNANCY AFTER THE AGE 
OF FORTY 


An “elderly primipara” is usually a woman 
who bears her first child in the third decade, 
although obviously a woman of thirty is elderly 
only for a first gestation. Childbearing after 
thirty shows percentage hazards of different 
kinds. There is the increased danger of abnormal 
offspring. Douglas Murphy showed a number 
of years ago that defective offspring come more 
frequently as the fourth or later child of older 
women. It has been noted that the average age 
of women who bear mongolian babies is thirty- 
seven. 


Economic deterrents and increasing standards 
of living in the present generation are tending 
more and more to postpone childbearing, and 
the average age of pregnancy is no doubt in- 
creasing. Studies of the effects of increased age 
upon gestation are concerned for the most part 
with women in the third decade. The large 
literature of late child bearing deals chiefly with 
this period. 

Davis and Seski! of Chicago, have investigated 
the course of pregnancies in what they call the 
twilight zone of reproduction, which is during 
the fourth decade. There are few authentic 
cases, they say, of pregnancy after the age of 
forty. Most physicians recall an occasional case 
in the fifties. However, in the series of fifty 
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thousand deliveries at the Chicago Lying-In 
Hospital, only two women of forty-six and two 
of forty-eight gave birth to children. A thousand 
of the series, or two per cent of fifty thousand 
deliveries, were of women forty years of age or 
older. Records of these were carefully studied 
to determine the incidence and types of compli- 
cations, and to evaluate the course of gestation 
in this period. The resulting statistics are in- 
formative. 

Very nearly all the usual complications de- 
veloped more frequently in this series. There 
were more abortions, more prematurity, higher 
fetal mortality, and the incidence of mongolism 
was increased over the hospital average. . One 
patient in four had toxemia of pregnancy. There 
were more circulatory disturbances of the mother. 
There was a greater incidence of placenta previa, 
and abruptio placentae. There were more breech 
and transverse presentations, and increased blood 
loss and hemorrhage. The only complications 
listed as lower among women of forty were 
ectopic and tubal implantations. Presumably 
such of these as may have occurred aborted too 
early for recognition. Nearly a third of the 
deliveries were by cesarean. 

The deliveries were analyzed according to 
number of children borne, and differences were 
noted between primiparas and multiparas. 
Primiparas had fewer circulatory disturbances 
than multiparas, less hypertensive disease and 
kidney disturbances, less hemorrhage at delivery. 
They were at a disadvantage, however, in a num- 
ber of respects with multiparas in the same age 
group, both during the gestation period and at 
delivery. They had more eclampsia, anemia, 
pulmonary disease, newborn and _ maternal 
deaths, more pyelitis and endometritis. The drain 
of previous childbearing did not show to dis- 
advantage in the averages of this period. 

One mother in ten went home without a baby. 
The authors conclude with the well known 
dictum, “Youth is the mother’s best ally.” 

If the group were analyzed from the stand- 
point of whether the pregnancies were voluntary 
or not, some further useful information might 
be obtained. Voluntary pregnancies should carry 
a lower mortality and morbidity rate. A woman 
past forty rarely wishes a baby unless she has a 
small or no family, is in reasonably good health, 
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and has some degree of economic security. These 
factors should influence the morbidity rates. 


Since from a group of about one thousand 
pregnancies of women in the twilight zone, 
around nine hundred living babies resulted, the 
physician will probably not go astray who ad- 
vises a woman of forty of average health who 
desires a baby and feels competent to care for 
it, to proceed with pregnancy or even with 
sterility studies. The individual desires and 
feelings of the particular human being, in this 
as in other conditions, should weigh in medical 
predictions. 





TWENTY-FIVE YEARS AGO 
FROM JOURNAL OF 1923 


The First Estrogen.\—In 1917, Stockard and Papani- 
colaou described an exact method for following estrual 
changes in the living guinea pig. The method has been 
applied to the correlation of estrual phenomena in the 
genital organs of the rat and mouse. During the an- 
abolic phase of the cycle in these rodents, the epithelium 
of the vagina grows to a considerable thickness and a 
cornified layer similar to that in the epidermis develops. 
During the catabolic phase, the outer layers of this 
epithelium degenerate and are removed by leukocytic 
action * * * the microscopic examination of vaginal 
smears is a reliable indicator of the estrual condition of 
the living animal. * * * These cyclic phenomena in the 
genital tract cease after double ovariectomy * * * 


Liquor folliculi from hog ovaries * * * is a readily 
available source for the isolation of the contents of the 
follicles. * * * At least 100 c. c. of * * * material can 
be obtained from one pound of carefully selected ovaries 
* * * From forty to forty-eight hours after the first 
injection, all of the animals receiving liquor folliculi were 
in full estrus, as determined by microscopic examination 
of the smears * * * f 


Several injections of active extracts were made into 
animals immediately after weaning, at an age of from 
3 to 4 weeks. They all became sexually mature in from 
two to four days, at least twenty to forty days before 
the usual time of the attainment of puberty * * * The 
attainment of sexual maturity * * * is brought about by 
a hormone from the follicles * * * 

So far we have obtained only negative results from 
our extracts of corpora lutea and commercial extracts 
of ovaries, corpora lutea, and ovarian residue from three 
of the largest firms manufacturing biologic products. 





1. Allen, Edgar; and Doisy, Edward, A.: An Ovarian Hormone. 
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Discovery of Fertility Vitamin E.2—If female rats are 
reared on the now well known “synthetic” nutritive 
regimen consisting of fat, carbohydrate and protein in 
relatively pure, separate form, to which are added an 
appropriate salt mixture and daily doses of the vitamins 
A and B, normal growth and every appearance of health 
result. The animals are of splendid size, sleek coated 
and active. Depending somewhat on the season of the 
year, either a large proportion or, indeed, practically all 
of such animals are sterile. We have employed a basic 
ration of casein * * * cornstarch * * * and lard * * * 
to which milk fat * * * and salts * * * are added, the 
animals receiving separately and daily from 0.4 to 0.6 
gm. of dried whole yeast. The sterility produced is a 
dietary deficiency disease * * * It yields a highly char- 
acteristic picture, the chief features of which are the 
occurrence of apparently normal estrus and ovulation 
and the fertilization and implantation of the develop- 
ing ova, but invariably disease and resorption of the 
products of conception * * * every individual tested 
produced litters of healthy young when fresh green 
lettuce leaves had been added to the dietary * * * wheat 
embryo has shown a remarkable potency of this sub- 
stance * * * One of the surprising results has been the 
demonstration of an almost total absence of the new 
vitamin from milk. 


Crisis in Panel Service 3—The threatened reduction in 
the capitation fee which has led to crisis in the panel 
service has been discussed * * * Negotiations with the 
government are being conducted by the British Medical 
Association with all the secrecy of the old diplomacy, 
which some enthusiasts hoped to see abolished after 
the peace of Versailles. 


Number of Physicians in Specialties 4—The American 
Medical Directory for 1923 lists 3,177 with * * * 
practice limited to surgery; 6,810 are designated * * * 
practice surgery; 191 are * * * practice limited to gyne- 
cology, and 1,269 who are designated: practice gyne- 
cology; 146 are credited * * * practice limited to 
obstetrics, and 1,659 * * * include obstetrics in their 
practice. 


Smallpox.5—The smallpox epidemic is declining con- 
siderably * * * Of the fifty-one cases, twenty-two oc- 
curred in Gloucester, the home of the leader of the anti- 
vaccinationists, Dr. Hadwen * * * the town seems to 
have repented of its folly in neglecting vaccination. 
Since April the number of vaccinations there have aver- 
aged 2,000 a month * * * in the country generally there 
are many potential Gloucesters—ill vaccinated places 
where the appearance of a single case is likely to give 
rise to an outbreak. 
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Goiter in Schools in Grand Rapids..—Among 26,215 
pupils examined, 30 per cent had enlarged thyroids 
* * * The ratio of boys to girls was about 1:2, * * * 
Above ten years of age, the number of girls affected was 
about two and a half times the number of boys. * * * 
In high schools, the percentage of pupils affected ranged 
from 39 to 60. * * * the city health department has 
undertaken to prevent simple goiter by the administra- 
tion of 10 mg. of iodine weekly throughout the school 
year. 


Cancer.’—In the space of two generations, the re- 
corded mortality from cancer throughout the world has 
been trebled. 


Chlorosis8—An enormous decline has taken place in 
the incidence of chlorosis, not only in this country but 
also in others * * * The statistics * * * of great hos- 
pitals ** * * shows a steady decline since 1903 * * * 
There is good evidence that improved conditions of 
factory life and domestic service are the main causes 
of the decrease. 





6. Current Comment: The Goiter Survey in Grand Rapids. 
J.A.M.A., 81:836 (Sept. 8) 1923. 


7. Current Comment: Cancer Week. J.A.M.A., 81:1025 
(Sept. 22) 1923. 
8. Foreign Letters, London. The Decline of Chlorosis 


J.A.M.A., $1:1033 (Sept. 22) 1923. 





Book Reviews 


Practical Office Gynecology. By Karl John Karnaky, 
M.D., Assistant Professor of Clinical Gynecology, 
Baylor University College of Medicine, Houston, 
Texas. 261 pages, illustrated, color plates. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1947. Price 
$7.50. 

Dr. Karnaky has produced a short book to be used 
as a guide in the practice of “Office Gynecology.” 
Much of his formulation of ideas is from personal ex- 
perience which, although novel, would certainly require 
controlled study. 

He discusses his impressions on estrogenic therapy in 
which his choice of drug is stilbestrol. It is stated that 
in thirty menopausal patients bleeding following 1.0 
milligram of stilbestrol was controlled by an oral intake 
of stilbestrol of 10-15-25 milligrams daily. Bleeding did 
not recur as long as higher doses were continued. This 
useful method of therapy was introduced by Karnaky. 

The treatment of trichomonas is well discussed. 

For gynecologic infections, Dr. Karnaky recommends 
25,000 units of penicillin q.id. for 1-2 days which many 
physicians will contest as too small a dosage where one 
wishes to assure an adequate therapeutic level in as 
many cases as possible. In severe cases 100,000 units of 
penicillin intravenously in an infusion of 1,000 c. c. 
is given. 

There are many useful features of the book. It has 
been criticized because a fifth of it is devoted to stil- 
bestrol. 
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Nursing in Modern Society. By Mary Ella Chayer, 
R.N., A.M., Associate Professor of Nursing Education, 
Teachers College, Columbia University, New York. 
288 pages. New York: G. P. Putnam’s Sons, 1947. 
Price $4.00. 

Here is an excellent presentation of the present and 
future needs of nursing. Miss Chayer has produced a 
valuable book for all concerned with medical economics 
and with the changing aspects of nursing education and 
standards. Though given in somewhat greater detail 
than most physicians have time for, the subject is one 
which the medical profession would do well to consider. 





The Practical Nurse. By Dorothy Deming, R.N., Con- 
sultant in Public Health Nursing, Merit System Unit, 
American Public Health Association; Formerly Gen- 
eral Director, National Organization for Public Health 
Nursing. 370 pages. New York: The Commonwealth 
Fund, 1947. Price $3.00. 

The sensible proposal is here offered that all those 
who nurse for hire should be licensed in order that the 
public be protected from wares which it does not know 
how to judge. Miss Deming cites the many hospital 
workers and the self-styled “practical nurses” who are 
daily doing procedures for which they are untrained, 
often endangering the safety of patients. 

Trained and licensed practical nurses could safely 
replace many professional nurses at a great saving to 
hospitals and to the public. Miss Deming proposes to 
improve the care of the sick by proper selection and 
training of candidates for practical nursing, their 
licensure, placement, their close supervision, and by 
public education in the use of this type of nurse. 

This book has an excellent chapter on nursing legis- 
lation—what it is, what it should be, and how to 
change it. Though a little long for mass consumption, 
the book contains useful material well presented. 





Pediatrics. Volume 1, Number 1, The Journal of the 
American Academy of Pediatrics, Inc. 144 text pages, 
with illustrations. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1948. Yearly subscription $10.00, 
single number $1.50. 

This year has appeared the beginning of the journal, 
Pediatrics, official organ of the American Academy of 
Pediatrics, an active and rapidly developing association. 
Its editor is Hugh McCulloch. The first or January 
number begins with an historical account of the 
Academy, which began, according to Lee Forest Hill, in 
1922, when the Section on Pediatrics of the American 
Medical Association passed a resolution favoring the 
Sheppard-Towner act. On the same day, the House of 
Delegates passed a resolution condemning it, and later 
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another resolution that sections of the American Medical 
Association should confine their activities to scientific 
medicine and leave matters of policy to the House of 
Delegates. The actual first meeting of the Academy was 
not held until 1930. The Journal is well gotten up and 
ably supported, and will fill a useful purpose. 





The 1947 Year Book of Neurology, Psychiatry and 
Neurosurgery. Neurology edited by Hans H. Reese, 
M.D., Professor of Neurology and Psychiatry, Uni- 
versity of Wisconsin Medical School and Mabel G. 
Masten, M.D., Associate Professor of Neuropsychiatry, 
University of Wisconsin Medical School. Psychiatry 
edited by Nolan D. C. Lewis, M.D., Director, New 
York State Psychiatric Institute and Hospital; Pro- 
fessor of Psychiatry, Columbia University. Neuro- 
surgery edited by Percival Bailey, M.D., Professor of 
Neurology and Neurological Surgery, University of 
Illinois. 702 pages, illustrated. Chicago: The Year 
Book Publishers, Inc., 1948. Price $3.75. 

The Year Book Series is a well known standard. The 
present volume includes neurology, psychiatry and neuro- 
surgery -instead of neurology, psychiatry and endo- 
crinology, as before. This modification seems a fortunate 
one due to the close relationship between neurosurgery 
and neurology. The abstracts are clear, well illustrated, 
and are of the correct length to be highly useful to the 
busy practitioner. The editorial comments which follow 
some of the articles are apt and illuminating. 





Cornell Conferences on Therapy—Volume II. Edited 
by Harry Gold, M.D., Managing Editor; Dawid P. 
Barr, M.D.; McKeen Cattell, M.D.; Eugene F. Du- 
bois, M.D.; Paul A. Bunn, M.D.; Walter Modell, 
M.D. 354 pages. New York: The Macmillan Com- 
pany, 1947. Price $3.75. 


This volume is a very readable and effective pres- 
entation. The choice of conference subjects is excellent. 
The informal forum method has appeal to all: the gen- 
eral practitioner, the specialist, the student. Discussion 
of the basic principles is not crowded out by over- 
emphasis of the newer methods and discoveries. Of 
exceptional value are the chapters on the use of the 
placebos in therapy, the treatment of poliomyelitis, 
meningitis, and syphilis, the medical-surgical approach 
to the management of gallbladder disease and the dis- 
cussion of coronary artery disease. Of useful theoretical 
as well as practical experience is the section on edema 
and dehydration. Oral penicillin, uses and abuses of 
quinidine, and the choice of sympathomimetic amines 
are among the various other timely topics considered in 
this well-balanced volume. 
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AERIAL VIEW OF DOWNTOWN MIAMI—1, Municipal Auditorium; 2, Biscayne Blvd.; 3, Flagler Street; 4, McAllister Hotel: 


5, Columbus Hotel; 6, Colonial Hotel; 7, Everglades Hotel; 8, 
12, Robert Clay Hotel; 


shown here); 10, Towers Hotel; 11, Patricia Hotel; 


Alcazar Hotel; 9, Bayfront Park Band Shell (at extreme left, not 
13, Dallas Park Hotel; 14, Ritz Hotel; 15, San 


Carlos Hotel; 16, Tuttle Hotel; 17 and 18, Plaza Hotel; 19, Urmey Hotel; 20, El Comodoro Hotel; 21, Dade County Courthouse; 


22, Florida East Coast Passenger Station; 
and 27, City Yacht Basin. 


Miami—Where We Meet 


MIAMI AND MIAMI BEACH 
IN OCTOBER 

Miami is all things to all people, but par- 
ticularly does it appeal to physicians, no matter 
what their specialties, excepting only those con- 
cerned with the immediate effects of frostbite. 

More than the nations’ vacation center, Miami 
also is one of the leading health spots of the 
continent. Many physicians have prescribed 
trips there for patients and themselves, as the 
ideal area for relaxation, with freedom from care 
in a lotus land of escape. The therapeutic effects 
of Miami as an escape were quickly recognized 
by armed services medical leaders during World 
War II, and as a result, the Army Air Forces 
established there one of the principal hospital 
and rehabilitation centers. The Navy and other 
military branches followed suit, providing fa- 


23, Main Postoffice; 


R. Brite of the News Bureau of the City of 


*Prepared by J 


Miami 


24, Ta-Miami Hotel; 25, Berni Hotel; 26, Union Bus Terminal; 


cilities for men suffering from battle fatigue and 
other nerve-caused ailments. 


Miami is advised as the ideal place for patients 
susceptible to respiratory ailments. For although 
it has mushroomed into a commercial and in- 
dustrial metropolis, it is a city almost devoid 
of smokestacks. While most cities suffer from 
smog, smoke and soot to clog lungs, and Los 
Angeles complains of noxious gases in the 
atmosphere, Miami’s air remains clean and 
healthful. 


Persons with heart trouble find Miami, where 
the highest point is 16 feet above sea level, the 
only city in which they can hope to continue 
normal living. And the salt-laden sea, warmed 
by the waters of the off-shore Gulf Stream, are 
regarded as excellent in the treatment of arthritis, 
while the abundant sunshine and out-of-door 
living throughout the year are held by many 
leading specialists as beneficial in combating 
such pernicious ailments as hay fever and 
rheumatic fever. 
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1. Miami from across Biscayne Bay. 2. Miami at night from across Biscayne y. 3. Downtown Miami and Miami Beach 
with two of the three causeways which connect the two cities. 
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Because many persons are drawn to Miami 
on prescription of home physicians, medical men 
and women of South Florida have had wide 
experience in diagnosing and treating an un- 
usually wide variety of cases, and are in a posi- 
tion to offer invaluable assistance to visiting 
colleagues in the identification of rare cases. 

It is the tonic of relaxation, recreation and 
unadultered fun, however, which will play the 
leading role with the visiting physicians outside 
of convention hours. And in those fields, Miami 
has no peer. Just imagine yourself engaged in 
any or all of these sports: the best fishing in the 
world, perpetually fine weather for golf, horse- 
back riding, tennis, swimming in pool or surf, 
horseshoe pitching or a score of other similar 
activities. 


Take swimming, for example. There are miles 
upon miles of golden sandy beaches along the 
shores of the Gulf Stream and more miles of 
ocean bathing facilities at Miami’s recently 
opened Crandon Park, reached by a new cause- 
way which stretches its graceful finger across 
famous Biscayne Bay. More than 2,000,000 
visitors annually swim in the Greater Miami 
area. 

There are just as sensationally fine facilities 
for those who would avoid the surf. Tahiti Beach 
and Matheson Hammock, amid settings which 
are South Seas in character, boast swimming 
areas in which the waters of Biscayne Bay are 
utilized. There are several fresh water pools 
as well, not the least of which is the famous 
coral rock Venetian Pool in Coral Gables, recog- 
nized far and wide as one of the most beautiful 
of its kind in the world. 


Perhaps you prefer the water for what is in it. 
Picture yourself, for example, out in the Gulf 
Stream on a charter boat, trolling for bonito, 
dolphin, sailfish or any of the other famous 
gamesters which patrol the startlingly blue waters 
of the warm current just offshore. You arrive 
at the dock early in the morning, bringing your 
lunch and beverages, and find the sturdy boat 
you chartered the night before. The skipper and 
his mate are waiting; with plenty of fuel and 
ice aboard. 

They cast off and you and your colleagues 
take the fighting chairs aft. Lines are baited 
and let out as soon as you reach the deep water. 
You can sight the deeper hue of the Gulf Stream. 
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You see schools of flying fishes leap from the 
water, flutter through the air and then disappear 
again into the swells of the sea. 


You doze with contentment, then suddenly 
feel a slight nudge on your line. Breathlessly 
you flip the lock on your reel, count slowly 
to ten, lock the reel and drive home the hook 
with a quick jerk . . . a strike, and you’ve got 
him! The sailfish, brilliant, dramatic and des- 
perate, rockets out of the sea in a mighty leap. 
You give him line, then play him, while the 
skipper at the wheel maneuvers your boat for 
free action. You reel in, let out; reel in, let 
out; reel in, and at last he is brought along 
side and ready to be boated, exhausted but still 
the battling beauty that has earned him the 
reputation as the prize of the deep sea fishermen. 


Greater Miami is the capital of the finest 
fishing in the world . . . for trolling along the 
Gulf Stream, bottom fishing off the reels, surf 
casting in the ocean, plug or fly casting in the 
rivers and canals, bottom fishing in Biscayne 
Bay from bridges or rowboats, or goggle fishing 
with spear. And these same waters provide the 
ultimate in sailing. The broad reaches of Bis- 
cayne Bay are shallow enough for safety, yet 
deep enough for maneuvering. Motor boating 
too, of course, and there are a score of sight- 
seeing boats to take visitors past great estates, 
and exotic scenes to be observed nowhere else. 


Or consider yourself at the first tee of one 
of the ten golf courses in the Miami area. The 
sun is warm and the air clear. Between the 
rolling green of the fairway, palm fronds rustle 
comfortably in the constant trade-wind breeze. 
You drive, and easily spot the white ball against 
the blue of the sky as it arches over the lush 
grass toward the well-kept green ahead. You 
stroll on for the next shot, and you are at peace 
with the world. 


You will be able to get in some hunting, too, 
if you wish. You will have to stay longer if 
you want to hunt for duck or dove, turkey, quail 
or deer, but the season will be on for marsh 
hen, with every day open right up to November 
20. 


Miami’s greatest attractions are free, for they 
are the air, the sea, the sky, the sun and the 
glamorous moonlight nights. The next most im- 
portant features are also free or virtually so, 
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and they are the things with special appeal for 
men and women of science. 

Physicians are concerned with life, and life 
in the Miami area teems in tropical profusion. 
You'll be interested to know, that virtually all 
the exotic trees, shrubs and plants which grow 
rapidly and luxuriantly in Miami were imported. 
Less than 100 years ago, South Florida flora con- 
sisted almost entirely of slash pine and some 
palms. But men of imagination soon got busy. 
They brought papaya trees from the South Sea 
Islands, and limes from Persia. They imported 
the perfumed rose apple, the loquat, avocado 
and all the scores of other fruits of the tropics, 
the bougainvillea, royal poinciana and poincettia, 
the exotic hibiscus and other flowering trees, 
plants and shrubs which have transformed South 
Florida into an area of color and beauty. 


You will be interested to know all these 
things, but men of science will be more interested 
in seeing them, and hearing at first hand from 
noted horticulturists the amazing problems they 
have surmounted and the ever continuing prob- 
lems of development upon which they are at 
work. You will want to inspect the plant ex- 
perimental station at Chapman Field, where 
myriads of exotic tropical plants and countless 
hybrids are studied under varying conditions. 
You will want to see the famous Fairchild 
Tropical Gardens and other similar gardens 
scattered throughout the area, where admission 
is either free or for a nominal sum. 


Visiting physicians will be attracted to the 
recently dedicated Everglades National Park, 
the only tropical jungle in North America. There 
amid intricate waterways, mangrove swamps, 
head-high sawgrass and dense hammock areas, 
you will find tropical life in its wild, natural 
state, and abounding in a vast variety of birds 
and animals, blue heron, snow-white egret and 
wild turkey, crocodile, alligator, black bear, 
panther, wildcat, otter, raccoon, white tail deer 
and sea turtle. 


Miami takes pride in its rare and abundant 
plant and animal life, and Miamians will be 
eager to direct you to the many points where you 
may see, inspect and learn the unusual stories 
behind them. They will direct you to a jungle 
where monkeys run free and the visitors are 
caged, to an enclosure where brilliantly-hued 
macaws and parrots perch confidently on the 
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shoulders of guests, or to a park where wild 
duck are trained to do tricks for the spectators. 

Miami has become America’s fastest growing 
city. Within sight of the great Florida Ever- 
glades lies a group of cities called Greater Miami 
with a permanent population of nearly half a 
million. Along a canal in whose depths the giant 
manatee or sea cow will feed and from whose 
banks the egret, heron and pelican will cleverly 
fish, lie beautiful homes of green, blue, white 
and coral, designed for gracious living in the sun, 
utilizing the latest developments in architecture, 
engineering and sanitation. 

Health is as much a fetish in Miami as the 
sun, and physicians will learn at first hand the 
technics and practices of colleagues there to 
combat an over-abundant Dame Nature. In- 
dustrial physicians will be particularly interested 
in the giant strides made by industry there, as 
well as in inspecting effects on zoning, plant 
construction and industrial health measures for 
safety, light and disease prevention. 


Miami is an ideal locality for physicians and 
medical personnel interested in the problems of 
health and accident prevention in transportation. 
For Miami is this nation’s most important air 
gateway. Not only will the delegates have an 
opportunity to study health in air travel, but 
also the problems posed by international com- 
munications. Miami is served by eleven regularly 
scheduled domestic airlines, and a host of inter- 
national air services as well, several of them 
operated by governments and corporations of 
other countries than the United States. The 
scope of these operations may be realized when 
it is disclosed that for the first eleven months of 
1947, Miami’s International Airport served 
940,780 passengers, 4,380,133 pounds of mail 
and 29,098,793 pounds of cargo, and reports 
for the first half of 1948 indicate that record will 
be greatly exceeded this year. 


These problems of health in international 
travel are not confined to the transportation, and 
commerce is not the sole issue involved. The 
same factors which have attracted visitors to 
Miami from all parts of the United States are 
drawing guests in an ever increasing number 
from scores of countries. During the 1946-47 
fiscal year, nearly a half million visitors from 
other nations passed their vacations in Miami, 
and the most recent figures show beyond any 
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doubt that each week these numbers are growing 
with amazing speed. 

They call Miami the “Magic City,” and in- 
deed it appears that, at dusk or sunrise as you 
drive toward it over one of the causeways from 
Miami Beach. The white spires of the business 
district rise into the color-filled sky, and reflect 
themselves in the still waters of Biscayne Bay, 
reminding visitors of their child dreams of King 
Arthur’s enchanted Camelot. But even more 
magical is it when you recall that Miami was 
little more than a jungle some fifty odd years 
ago. And there seems to be nothing to halt its 
continuing phenomenal growth. 


Even if you are not impressed with statistics, 
you will have to open your eyes to these: During 
the first half of 1948, permits were issued for 
the construction of $86,624,782.60 worth of 
buildings of all kinds, with Miami well out in 
front of any other city in the United States in 
building progress. And yet this record is only 
twenty million dollars ahead of the similar period 
of last year. This building program includes 
more and more hotels and apartment houses to 
provide increasingly more facilities for Miami’s 
guests, but the records show that the emphasis 
is just as strong on the construction of homes for 
the floodtide of new permanent residents. 


Incidentally, this expansion program should 
be proof enough that Southern Medical guests 
will find plenty of accommodations when they 
arrive. Greater Miami has 512 hotels, 2,953 
apartments, or if a private home is preferred, 
2,378 are available from which to choose. Put 
it another way. Members of the Southern 
Medical Association will arrive just a few days 
after the end of the national convention of the 
American Legion, during which more than 50,000 
will have been housed, fed and entertained. 
Providing for an expected 3,500 physicians will 
be no problem for a city which entertains in 
excess of 2,000,000 visitors annually. 

There will be plenty of room, as well, for all 
convention sessions. Available is the great con- 
vention hall at Dinner Key on Biscayne Bay, 
capable of seating 10,000 persons, while another 
convention and exhibition hall is in beautiful 
Bayfront Park, in the heart of the business 
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district. At the same time, scores of conference 
rooms are available in hotels for committee meet- 
ings and group discussions. 

This amazing growth has presented interesting 
problems in health and sanitation. Other cities 
with antiquated sewage systems have been able 
to do little more than patch and repair what 
they have. 


You undoubtedly are aware of the fine reputa- 
tion of Greater Miami’s hospitals. 

Because of the tremendous expansion of 
Greater Miami, however, more hospitals are 
urgently needed. Mercy Hospital, a Catholic 
institution, now is under construction on the 
shores of Biscayne Bay at the edge of the far- 
flung Deering estate, and plans for others are 
under way. 


The same urgency and speed may be dis- 
covered in the expansion of the University of 
Miami. Less than 25 years old, this infant in 
higher education had an enrollment last year in 
excess of 7,000. How this institution was able to 
provide housing, classroom facilities, equipment 
and instructors for this sudden deluge of students 
is one of the most interesting stories in educa- 
tional history, and the result is something en- 
tirely new in architectural achievement. 


While it is still in the course of construction, 
convention visitors will be able to obtain a 
good idea of the architect’s daring yet practical 
design to obtain the utmost in light, air and 
beauty in the college buildings. Meanwhile, 
further expansion plans are going forward, and 
strong efforts are being undertaken to provide 
for a medical and dental school in the Greater 
Miami area, with greater hospital facilities to 
augment this program. 


Yes, Miami is moving forward with all speed, 
but at the same time, in a sound, progressive 
manner. You will be entranced by climate and 
scenery. You will enjoy completely the unrivaled 
recreational facilities. You will be thrilled with 
its achievements. 


Yes, Miami is young, but it is old and ex- 
perienced in the rare art of welcoming and enter- 
taining its guests. Your visit will be all you 
hoped . . . and more. 





860 


Southern Medical News 





AMERICAN COLLEGE OF CHEST PHYSICIANS 
FALL POSTGRADUATE COURSES 


The Council on Postgraduate Medical Education of the 
American College of Chest Physicians is sponsoring three post- 
graduate courses in the latest developments in the specialty of 
Diseases of the Chest at: San Francisco, September 13-17; Chi- 
cago, September 20-25; and New York City, November 8-12. 
Each course will be one week’s duration and open to all phy- 
sicians; tuition fee for each is $50.00; registration limited to 
fifty physicians for the Chicago and New York City courses. 
Reservations accepted in order received. For information on San 
Francisco course, write Dr. Stacy R. Mettier, Head of Post- 
graduate Instruction, Medical Extension, University of Cali- 
fornia, San Francisco. For other two courses write Executive 
Offices, American College of Chest Physicians, 500 North Dear- 
born Street, Chicago 10. 


AMERICAN COLLEGE OF ALLERGISTS 


The American College of Allergists will present under the 
auspices of the University of Oregon Medical School, an in- 
tensive graduate instructional course in allergy available to mem- 

and non-members of the College at Portland, Oregon, 
November 8-12, the charge being $75.00 payable at registration 
desk. Heathman Hotel is hotel headquarters. If you wish a 
Program or to place application, write Dr. Fred W. Wittich, 
Secretary, The American College of Allergists, 423 La Salle 
Medical Building, Minneapolis 2, Minnesota. 


AMERICAN COLLEGE OF PHYSICIANS 


American College of Physicians will conduct its 30th annual 
session at New York City, March 28-April 1, 1949. Secretaries 
of medical socicties are asked to note these dates in arranging 
their meeting dates in order to avoid conflicts with the College 
meeting. Dr. Franklin M. Hanger, Jr., New York City, is Chair- 
man for local arrangements and the program of Clinics and Panel 
Discussions. The President of the College, Dr. Walter W. Palmer, 
Director of The Public Health Research Institute of the City of 
New York, and Professor Emeritus, Columbia University College 
of Physicians and Surgeons, is in charge of the program of 
morning and afternoon General Sessions. 


MISSISSIPPI VALLEY MEDICAL EDITORS’ ASSOCIATION 


The Sth annual meeting of the Mississippi Valley Medical 
Editors’ Association will be held at Springfield, Illinois, Hotel 
Abraham Lincoln on September 29, under the presidency of Dr. 
Vincent T. Williams, Kansas City, Missouri, during the 13th 
annual convention of the Mississippi Valley Medical Society. 
There will be no registration fee for the evening session but 
non-members will be charged a small fee for the afternoon course 
in medical writing given by Dr. Morris Fishbein, Editor, Journal 
of the American Medical Association. It is expected that this 
will be the+last meeting under the above title as the Association’s 
purpose will be enlarged and its constitution revised at Springfield. 
For a complete program write Dr. Harold Swanberg, Secretary, 
W. C. U. Building, Quincy, Illinois. 


ALABAMA 


Dr. W. A. Dozier, Jr., Hurtsboro, assumed on July 1 the 
position as Public Relations Director of the Medical Association 
of the State of Alabama. 

DEATHS 

Dr. John Lewis Davis, Gordo, aged 81, died recently. 

Dr. Charles W. Morrow, Fairhope, aged 81, died recently. 

Dr. Nicholas A. Wheeler, Lafayette, aged 65, died recently. 


ARKANSAS 


Arkansas Medical Society has appointed Mr. Sid Wrightsman, 

Jr., as Executive Secretary. 
DEATHS 

Dr. Edgar Close, Jerusalem, aged 77, died recently of hypo- 
static pneumonia. 

Dr. Ernest Adolphus Dennard, Fort Smith, aged 62, died 
recently of coronary embolus. 

Dr. Jacob S. Gregg, Fort Smith, aged 63, died recently. 
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DISTRICT OF COLUMBIA 


Major General Raymond W. Bliss, Surgeon General of the 
Army, recently announced that a total of 3,035 beds in Army 
hospitals throughout the United States have been allocated for 
treatment of veterans, this at the request of the Veterans Ad- 


ministration. The hospitals in the South where veterans will be 
assigned beds are: Army and Navy General, Hot Springs, Ar- 
kansas, 175 beds; Oliver General, Augusta, Georgia, 125 beds; 


Walter Reed General, Washington, 50 beds; Fort Benning Sta- 
tion, Columbus, Georgia, 50 beds; and William Beaumont Gen- 
eral, El Paso, 150 beds. 


Dr. Irving B. Brick, Georgetown University School of Medicine, 
Washington, won the eighth annual essay contest of the Mississippi 
Valley Medical Society ‘‘for the best unpublished essay on a 
subject of practical and applicable value to the general prac- 
titioner.” He will present his essay at the thirteenth annual 
meeting of the Mississippi Valley Medical Society which meets 
in Springfield, Illinois, September 29-October 1, and will at that 
time receive a cash award and a gold medal. 

Potomac Society of Anesthesiologists has elected Dr. Joseph B. 
Bogan, President; Dr. Edward B. Macon, President-Elect; and 
Dr. Charles E. Fierst, Secretary-Treasurer, all of Washington. 
This Society plans to request affiliation with the American Society 
of Anesthesiologists. : 

Women’s Medical Society has elected Dr. Carolyn Pincock, 
President; Dr. Caroline Jackson, First Vice-President; Dr. 
Josephine E. Renshaw, Corresponding Secretary; Dr. Dorothy B. 
Holmes, Recording Secretary; and Dr. Elizabeth S. Kahler, 
Treasurer, all of Washington. 

Jacobi Society has elected Dr. Leon Gerber, President; Dr. 
Milton M. Greenberg, Vice-President; Dr. Robert Stolar, Secre- 
tary; and Dr. Carl Silverman, Treasurer, all of Washington. 


Dr. James A. Crabtree, of the U. S. Public Health Service, has 
been appointed to the staff of the National Security Resources 
Board as Director of its Medical Division, where he will serve 
on loan from his regular position. Dr. W. Palmer Dearing suc- 
ceeded Dr. Crabtree as Deputy Surgeon General in May; and 
Dr. Eugene A. Gill was appointed Chief of the Division of 
Commissioned Officers, the position vacated by Dr. Dearing. 

Dr. Louis K. Alpert, Associate in Medicine, George Washington 
University School of Medicine, Washington, has been appointed 
Chief of Medical Service at Mt. Alto Veterans Hospital, succeed- 
ing Dr. Thomas McPherson Brown, who is now Professor at the 
School. 


Dr. William P. Herbst, Jr., has resigned as Professor of 
Urology, Georgetown University School of Medicine, Washington, 
after serving fourteen years as a member of the faculty. Dr. 
Herbst is Civilian Consultant at Walter Reed General Hospital, 
Mount Alto Veterans Hospital, and U. S. Naval Medical Center, 
Bethesda. 


Dr. Charles S. Coakley has been appointed Assistant Professor 
of Anesthésiology, George Washington University School of 
Medicine, Washington, 

Dr. Joseph F. Fazekas is the new Chief Medical Officer, 
medical staff of Gallinger Municipal Hospital, Washington, and 
Dr. Brooks G. Brown became Chief Medical Officer in Surgery 
July 1. Dr. Fazekas succeeds Dr. Joseph T. Roberts, now Dean, 
University of Arkansas School of Medicine, Little Rock, and Dr. 
Brown succeeds Dr. Donald Effler, who joined the Cleveland Crile 
Clinic, Cleveland, Ohio. Dr. Fazekas is a native of New Haven, 
Connecticut. Dr. Brown just completed two years’ residency at 
the Cleveland Clinic. 

Dr. Edna F. Patterson is again associated with the Woman’s 
Clinic, Washington, as a staff member. She was formerly Super- 
intendent of the Woman’s Clinic but for several years she has 
served on the staff of the Paradise Valley Sanitarium and Hos- 
pital in National City, California. 

Dr. Paul J. Kelley, is Adult Adviser to the American Junior 
Medical Associztion, a new group of young people in Washington 
stimulating interest in the medical sciences. 

Dr. Murray M. Copeland, Washington, has been elected an 
honorary member of the American Academy of Orthopedic 
Surgeons. 

Dr. William L. Granatir, staff surgeon at St. Elizabeths Hos- 
pital, Washington, has been named temporary Director, Wash- 
ington Institute of Mental Hygiene, replacing Dr. Sidney Berman, 
who resigned to enter private practice. 

Dr. Montgomery Blair, Director of Children’s Hospital, and Dr. 
Ella Oppenheimer, Director of the Health Department’s Bureau 
of Maternal and Child Welfare, Washington, have resigned from 
the Board of Directors of the District Society for Crippled 
Children. 

Washington Psychoanalytical Society has reelected Dr. R. T. 
Morse and Dr. Rex Buxton as President and Secretary-Treasurer, 
respectively; and elected Dr. Alexander Halperin, Vice-President. 


Continued on page 62 
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an entirely new approach 
to the treatment of 


a 
The intensity of pain is determined, in no small degree, 

by the patient’s mood. It follows that any measure which will 
lessen your patient’s preoccupation with his pain 

will actually mak@him feel his pain less. 

EDRISAL contains two analgesics of established effectiveness. 

But, just as important, it also contains the logical anti-depressant, 
Benzedrine* Sulfate. Thus Edrisal not only relieves your patient’s 
organic pain, but also relieves his anxiety over it. In Edrisal, 


therefore, you have a unique weapon—a double-barreled weapon— 
for the relief of pain. 


Each Edrisal tablet contains acetylsalicylic acid (2.5 gr.), phenacetin (2.5 gr.), and ‘Benzedrine’ Sulfate 
(2.5 mg.). For samples and full information, write us at 429 Arch St., Philadelphia 5, Pa. 


Smith, Kline & French Laboratories, Philadelphia 


Edrisal 


its dual action relieves pain - lifts mood 


T.M. Reg. U.S. Pat.Off. for racemic amphetamine sulfate, S.K.F. Photo courtesy University of Pennsylvania Museum. 
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Dr. Walter Freeman, Dr. James W. Watts, Dr. James N. 
Greear and Dr. Daniel Blain have been in Europe during the 
summer months. Dr. Freeman. and -Dr. Watts attended the 
International Conference in Lisbon, Portugal, August 3-7, Dr. 
Watts reading a paper before the Conference. Dr. Freeman 
was appointed corresponding member of the Academy of Sciences 
of Lisbon. Dr. Greear went to Germany on temporary active 
duty as Colonel in the Army Medical Reserve Corps and to 
lecture and survey eye services in all Army hospitals in occupied 
territory in Europe. Dr. Blain, Medical Director of the American 
Psychiatric Association, was in Geneva and later in London, 
where he attended meetings of the World Health Organization and 
the International Mental Health Conference. 

Dr. Carroll Palmer and Dr. Lydia Edwards, two tuberculosis 
experts from the U. S. Public Health Office, "Washington, have 
gone to Copenhagen to join the international staff now engaged 
in the anti-tuberculosis vaccination program of the United Nations 
and to work in the State Serum Institute on research of this 
undertaking. 


DeaTHS 


Dr. George Tully Vaughan, Washington, aged 89, died recently. 
Dr. Richard Lloyd Cook, Washington, aged 70, died recently. 





FLORIDA 


American Board of Radiology will hold its examination in 
Tampa, November 1-5, according to the Secretary, Dr. B. R. 
Kirklin, Mayo Clinic, Rochester, Minnesota. A Cancer Seminar 
of the Southeastern states will be held in Tampa, November 8-10. 
The Seminar is sponsored by the American Cancer Society. 

Florida Obstetric and Gynecologic Society held an organization 
meeting in St. Augustine in April and Dr. Chas. J. Collins, 
Orlando, was elected President; Dr. Robert G. Nelson, President- 
Elect; and Dr. Dorothy D. Brame, Secretary-Treasurer. 

Dr. Stanford Setnor has moved from Tallahassee to Daytona 
Beach, and opened offices for the practice of medicine and 


surgery. 

Dr. Orion O. Feaster and Dr. Annette M. ‘a St. Peters- 
burg, retired from the practice of medicine on June 1. 

Dr. Joseph W. Scott, formerly of the University Hospital, Iowa 
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City, Iowa, is associated in the practice of obstetrics and gyne- 
cology with Dr. Ralph W. Jack, Miami. 

Dr. Newell J. Griffith, formerly of Cleveland, Ohio, is as- 
sociated with Dr. Wiley T. Simpson and Dr. Ivan W. Gessler, 
Winter Haven. 


DEATHS 


Dr. Augustus E. Conter, Apalachicola, aged 76, died recently. 

Dr. Theodore Gaillard Croft, Jacksonville, aged 60, died re- 
cently as result of an operation on the chest. 

Dr. George Davies Chunn, Sarasota, aged 59, died recently of 
carcinoma of the prostate. 

Dr. James Ernest Davis, St. Petersburg, aged 72, died recently. 

Dr. William H. Harris, Samoset, aged 81, died recently. 

Dr. John Henry Thomas, Gainesville, aged 40, died recently 
of acute pancreatitis. 





GEORGIA 


Dr. Carter Smith, Atlanta, has been elected for a term of 
three years governor for Georgia for the American College of 
a succeeding Dr. Glenville Giddings, Atlanta. 

N. Taylor, formerly of Helfin, Alabama, is associated 
with ‘Dr. J. W. Watts, Jubal Watts Memorial Hospital, Bowdon, 
for the practice of medicine. 

Dr. Virgil P. Sydenstricker, Augusta, has been honored twice 
by the University of Georgia School of Medicine, by his portrait 
being added to the collection of distinguished members of the 
faculty as Professor of Medicine in the Medical School and 
Physician-in-Chief at the University Hospital; and he was chosen 
by the editors of The Cadaver, the newspaper published by 
students of the School of Medicine, as the subject of its first 
honorary “salute’’ to members of the faculty and administrative 
staff of the University, referring to him in editorial comment as 
“well known and liked, a fine gentleman and brilliant scholar and 
one of their most outstanding professors.” 

Dr. Rose A. Lahman, Atlanta, has opened her office, practice 
limited to obstetrics, gynecology and endocrinology. 

Dr. Harold B. Levin, Atlanta, has opened an office in the 
Doctors Building, practice limited to dermatology. 

Dr. Harold M. Smith, a native of Savannah, has been ap- 
pointed County Coroner to succeed Dr. John L. Elliott, who 
resigned. 

Dr. Spotswood Douglas Stoddard, recently Assistant Resident on 
Internal Medicine, Chesapeake and Ohio Hospital, Clifton Forge, 
Virginia, has opened offices in Savannah, practice limited to 
internal medicine. 

Dr. J. Gregg Smith, formerly of Savannah, has been ap- 
pointed Health Commissioner for Hall and Banks Counties. 

Dr. J. E. Morris, Douglas, has resigned as Health Commissioner 
of Coffee, Atkinson and Berrien Counties to accept a similar 
position in Colquitt-Brooks counties with headquarters at Moultrie. 

Dr. J. D. McArthur, Augusta, is associated with Dr. H. D. 
Youmans, a for the general practice of medicine. 

Dr. George , formerly of Macon, is associated with 
De. G.. &. y Monde lexander Clinic, Forsyth, for the practice 
of medicine. 

Dr. Robert W. Graves, formerly Professor of Neurology at 
Duke University School of Medicine, Durham, North Carolina, 
has resigned to go into private practice of neurology at Rome. 

Dr. William E. Goodyear, Atlanta, is associated with Dr. 
Donald E. Beard, Atlanta, for the practice of urology. 

Cairo has three new clinics: one owned by Dr. A. B. and 
Max Reynolds, one by Dr. A. W. Rehberg and one by Dr. 
Sidney L. Hancock. All Cairo physicians will share equally the 
facilities of Grady County Hospital which has been extensively 
improved 

Dr. Henry Bridges, Bainbridge, has purchased an interest in 
the Bainbridge Hospital and will be associated with Dr. Geo. L. 
Epps and Dr. Charles G. Belleville. Dr. Bridges will maintain 
his office in the Custer Building. 

Dr. V. F. Bazilauskas, Marietta, recently received nationwide 
recognitior for his production of medical educational films. Dr. 
Bazilauskas, who practices medicine in Marietta and works with 
the Communicable Disease Center of the U. S. Public Health 
Service, writes and produces the films for medical schools. 


DEATHS 


James LeRoy Campbell, Atlanta, aged 77, died June 11 
“aa oma occlusion. 
Dr. Dewey Wardlaw Hammon, aged 51, died 
recently. 
Dr. Miller Thurman Harrison, Atlanta, aged 51, died June 1. 
Dr. William Williamson Jarrell, Thomasville, aged 72, died 


21. 
Dr. Neah G. Pirkle, Buford, aged 75, died recently. 
Dr. S. F. Smith, Glennville, aged 73, died recently. 
Dr. Joseph Isham Jenkins, Hartwell, aged 71, died recently. 


LaFayette, 


Continued on page 64 
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Picture the patient’s 
_ progress 
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What a satisfaction to go to files and select 
still- or motion-picture records for review—to be 
able to demonstrate visual proof of improve- 
ment . . . to present technics of therapy or sur- 
gery at group meetings, before classes. 


wu. A SATISFACTION, too ... for the phy- 
sician to be able to do all this with mo- 
tion pictures he’s produced himself, knows 
from start to finish. 

And how easy it is to make motion pictures 
with a Cine-Kodak Magazine 16 Camera. 
Finest of its type, this unit is light, compact, 
convenient. To load—merely open camera, 
insert .magazine, close... you're ready to 
shoot within 3 seconds... you can switch 
from Kodachrome Film to black-and-white 


Serving medical progress through Photography and Radiography 


“KODAK” IS A TRADE-MARK 


skin transplant from thigh. 


ption of h pl groft crea as a free, full-thickness graft 
with dermatome. 






4. Final stage of repair — continuous 
sutures around margin to anchor skin 
graft to surrounding skin. 


with photograph... 


“ after photograph 


without wasting film. To shoot—you merely 
focus the camera, set the exposure, and 
press the button. 

For further information about Cine-Kodak 
Magazine 16 Camera and other Cine-Kodak 
cameras, see your nearest photographic deal- 
er...or write Eastman Kodak Company, 
Medical Division, Rochester 4, N. Y. 


Other Kodak products for the 


medical profession 
X-ray films; x-ray intensifying screens; x-ray process- 
ing chemicals; el diographic film and paper; 










cameras—still-picture; projectors—still- and motion- 
picture; enlargers and printers; photographic films— 
color and black-and-white (including infrared) : 
photographic papers; photographic process- 
ing chemicals; synthetic organic chemi- 
cals; Recordak products. 
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Dr. Benager Columbus Teasley, Hartwell, aged 72, died re- 
cently of cerebral hemorrhage. 

Dr. Carlton Juan Wellborn, Blairsville, aged 58, died recently 
of coronary occlusion. 


KENTUCKY 

Dr. J. A. C. Lattimore, Louisville, as President of the Na- 
tional Medical Association, presided at the annual meeting held 
in New York, August 16-20. 

Dr. E. Bruce Underwood, Morganfield, has been elected State 
Health Commissioner and Secretary of the State Board of Health, 
succeeding the late Dr. Philip E. Blackerby. 

DEATHS 

Dr. Richard Bush Hunter, Winchester, aged 74, died June 13. 

Dr. Stephen C. McCoy, Louisville, aged 75, died July 14. 

Dr. Owsley Grant, Louisville, aged 61, died July 2. 

Dr. Philip Earle Blackerby, Louisville, aged 66, died June 
24 of cerebral hemorrhage. 

Dr. Alexander V. Griswold, Louisville, aged 50, died June 23. 

Dr. Granderson Edgar Mitchell, Reed, aged 77, died recently. 


LOUISIANA 


Veterans’ Hospital, Alexandria, will have a 250-bed addition 
for the treatment of veterans suffering from tuberculosis, this 
making a total capacity of 912 beds of which 662 are for general 
medical and surgical patients. A contract for $4,779,200 has 
been awarded for this construction. 

Dr. Harold Cummins, Professor of Anatomy, Tulane University 
School of Medicine, New Orleans, was appointed official United 
States representative by the American Association of Physical 
Anthropologists, at the International Congress of Anthropological 
Sciences, which met in Brussels, Belgium, August 15-23. 

Dr. Grace Goldsmith, New Orleans, has been visiting clinics 
and research laboratories in England, France, Holland, Sweden 
and Switzerland after completing a nutrition survey in New- 
foundland. 

Dr. Edgar Burns, Professor of Clinical Urology, Tulane Uni- 
versity School of Medicine, New Orleans, was in England during 
the summer. 


“Therapeutically... 


THE PROMPT RELIEF 
OF PAIN 
IS IMPORTANT 


Antiseptic - Analgesic 


FOILLE 
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Dr. Waldo Treuting, former President, Louisiana State Depart- 
ment of Health, has been appointed Professor of Public Health 
Administration in the Tulane University School of Medicine, New 
Orleans. 

Dr. William W. Frye, former head of the Department of 
Preventive Medicine and Public Health, Vanderbilt University, 
Nashville, Tennessee, has been named Professor of Tropical Medi- 
cine and Public Health and Assistant Director of the Graduate 
Division of Medicine at Tulane University School of Medicine, 
New Orieans. 

Dr. Maud Loeber, New Orleans, has retired as Professor of 
Clinical Pediatrics, Tulane University School of Medicine. She 
will continue practice in New Orleans. 

Dr. Leon J. Menville, a teacher for 29 years and Professor 
of Radiology, Tulane University School of Medicine, New 
Orleans, has retired. He will continue practice in New leans. 

Louisiana State Medical Society will hold its next annual 
meeting in New Orleans, May 5-7, 1949. 

Sixth District Medical Society has elected Dr. H. Guy Riche, 
Sr., Baton Rouge, President; Dr. J. DeLoach Thames, Ham- 
mond, Secretary; and Dr. Cecil Lorio, Baton Rouge, Treasurer. 
Vice-Presidents: Ascension—Dr. D. C. Brumfield, Darrow; East 
Feliciana—Dr. E. M. Robards, Jackson; East Baton Rouge—Dr. 
Charles McVea, Baton Rouge; Iberville—Dr. Eugene Holloway, 
Plaquemine; Livingston—Dr. M. Williams, Denham Springs; 
Tangipahoa—Dr. M. B. Small, Kentwood; St. Helena—Dr. C. S$ 
Toler, Clinton; St. Tammany—Dr. Carl Young, Covington; Wash- 
ington—Dr. Wm. S. Harrell, Bogalusa; West Baton Rouge—Dr. 
George Thomas, Port Allen; West Feliciana—Dr. C. J. Wise,- 
Angola; Point Coupee—Dr. F. F. Rougon, New Roads. 

Dr. J. P. Sanders, Shreveport, has been elected Vice-President, 
American Academy of General Practitioners. 


DEATHS 


Dr. Meade Hubbard Phelps, Natchitoches, aged 62, died re- 
cently of coronary occlusion. 
r. John Tolson O’Ferrall, New Orleans, aged 62, died re- 
cently of pneumonia. 
Dr. Harry Walker Paul, Shreveport, aged 53, died recently 
of pulmonary infarct and cirrhosis of the liver. 





MARYLAND 


Baltimore recently inaugurated its new Medical Care Program 
when formal contracts were signed, bringing Baltimore into the 
State-wide medical care program for Maryland. 

Dr. Detlev W. Bronk, Director of the Johnson Foundation and 
Professor of Biophysics of the University of Pennsylvania, has 
accepted the presidency of The Johns Hopkins University, Balti- 
more. He will take up his appointment January 1, 1949, suc- 
ceeding Dr. Isaiah Bowman. Dr. Bronk is the sixth president to 
head the University since its founding in 1876. 

Dr. Dudley Pennington Jackson, Baltimore, and Miss Ada 
Patricia Custer, Ashland, Virginia, were married recently. 


DEATHS 


Dr. Charles French Blake, Baltimore, aged 79, died recently 
of coronary thrombosis. 

Dr. John Henry Von Dreele, Baltimore, aged 63, died recently 
of ruptured abdominal aorta. 





“MISSISSIPPI 


Dr. J. O. Crider, who was Assistant Dean and Professor of 
Physiology in the two-year medical school at University of 
Mississippi, Oxford, for many years, has been promoted to a full 
professorship in physiology in the Jefferson Medical College, 
Philadelphia, Pennsylvania. 


DEATHS 


Dr. E. L. Green, Carpenter, aged 80, died June 25. 
Dr. W. A. Tisdale, Seminary, aged 86, died recently. 
Dr. W. R. Brumfield, Gloster, aged 80, died recently. : 
Dr. Joseph A. Gatlin, Laurel, aged 61, died June 14 following 
heart attack. 
Dr. J. B. Jarvis, Laurel, aged 87, died recently. 
Dr. H. G. McCormick, Laurel, aged 80, died recently. 
Dr. Estes Nathan Blount, Bessfield, aged 73, died recently of 
paralysis agitans and bronchopneumonia. 
Dr. George W. Crock, Vicksburg, aged 80, died recently of 
carcinoma. 
Dr. James Pratt Northrop, Picayune, aged 33, died recently. 
Dr. Benjamin Clarence Rush, Vaughan, aged 47, died recently 
of heart disease. 


Continued on page 66 
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PERTUSSIS IMMUNE SERUM—human 


The 


IN VACUUM-DRIED FORM 


This serum—established as the agent of choice in the 
treatment of, and passive immunization against, whooping 


cough—is now available to physicians everywhere. 


Vacuum dehydration by the ‘LYOPHILE’ process provides high 


stability (a 5-year dating) and permits optimal concentration. 


Standard price: $6.50 per dose, 
ie., vial containing 20 cc. of serum, vacuum-dried. 
3 to 4 doses generally required in treatment. 


24-hour service to handle telegraphic orders. 


For literature and full information, write to: 


PHILADELPHIA 
SERUM 
EXCHANGE 4 Non-profit Organization 


THE CHILDREN’S HOSPITAL OF “PHILADELPHIA 
1740 Bainbridge Street, Philadelphia 46, Pennsylvania 
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Dr. Amedeo Trappolini, Ashland, aged 59, died recently of 
injuries received when run over by a truck. 





MISSOURI 


Dr. Herbert L. Mantz, Kansas City, was installed President, 
National Tuberculosis Association, at its annual meeting held in 
New York City. 

Dr. Trawick Hamilton Stubbs, of Emory University School 
of Medicine, Atlanta, Georgia, succeeds Dr. Dudley S. Conley, 
Columbia, as Dean, University of Missouri School of Medicine, 
during September when Dr. Conley retires. 

Dr. F. Garrett Pipkin, Kansas City, was awarded a cer- 
tificate of merit at the annual meeting of the American Medical 
Association for his exhibit on “Indefinite Knee Symptoms Re- 
sembling Injured Cartilages.’’ 

City of Nevada has voted approval of a bond issue of $225,000 
for an addition to the Nevada Hospital, and as the result of a 
vote of 1,479 for and 274 against it, the community will be 
eligible to receive Federal funds up to one-third of the cost of 
the project. 

Dr. Robert Elman, St. Louis, was chosen as one of nine 
physicians who left July 1 for Poland and Finland to establish 
the first medical training mission under the sponsorship of the 
Unitarian Service Committee, the United Nations World Health 
Organization and the Department of State, the group returning 
August 10. 

Missouri Delta Community Hospital, Sikeston, 
elected on its staff executive committee Dr. E. 
Sikeston, Chairman; Dr. Samuel P. Martin, East Prairie, Vice- 
Chairman; Dr. E. M. Sarno, Morehouse, Secretary; -and Dr. 
E. J. Nienstedt, Sikeston, Treasurer. 

Dr. C. Edgar Virden, Kansas City, has been chosen Chairman 
of the Board of Chancellors of the American College of 
Radiology. 

Dr. E. B. Quarles, former Associate Director, Barnes Hospital, 
St. Louis, has been appointed Director, Veterans Administration 
Hospitalization and Requirements Service. Dr. Quarles has spent 
three months touring Veterans Administration hospitals throughout 
the United States, studying hospital administrative practices 
before assuming his position in Washington, D. 


recently had 
Urban, 
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DeaTHs 


ae. Michael Henry Dalton, St. Louis, aged 80, died recently. 
r. David V. LeMone, Columbia, aged 44, died June 11. 
Dr. John A. McWilliams, Bucklin, aged ‘90, died recently of 
bronchopneumonia. 
Dr. Charles Ralph Ozias, Kansas City, aged 56, died recently. 
Dr. Oscar R. Rauschelbach, Rhineland, aged 81, died recently. 
Dr. Charles Ralph Ozias, Kansas City, aged 56, died recently. 
Dr. Vivean Visscher Wood, St. Louis, aged 62, died June 20. 


NORTH CAROLINA 


Dr. Hamilton W. McKay, Charlotte, First Vice-President, 
Southern Medical Association, was elected Chairman of the Sec- 
tion on Urology of the American Medical Association at the 
Chicago session, this being the first time a North Carolina 
urological surgeon has been so honored. 

Dr. Mary I. Griffith, Instructor in Obstetrics and Gynecology, 
Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, has prepared for the North Carolina Maternal 
Welfare Committee a 16-page booklet, ‘‘Management of a Blood 
Bank,”” which describes methods used at the North Carolina 
Baptist Hospital and the School, that is being distributed to 
hospitals in North Carolina. 

Dr. Felda Hightower has been promoted from the position 
of Instructor in Surgery, Bowman Gray School of Medicine of 
Wake Forest College, Winston-Salem, to Assistant Professor 
of Surgery in charge of general surgery. 

Dr. Ernest Yount, Jr., Newton, has been appointed Instructor 
in Internal Medicine, Bowman Gray School of Medicine of 
Wake Forest College, Winston-Salem; Dr. Leslie M. Morris, 
Instructor in Radiology; and Dr. R. Winston Roberts, Instructor 
in Ophthalmology, effective September 1. 

Bowman Gray School of Medicine, Winston-Salem, has estab- 
lished a cytologic laboratory for the early diagnosis of cancer in 
the Department of Pathology with Dr. Coy C. Carpenter, Dean, 
in direct charge. Dr. Carpenter has served as Professor of 
Pathology since 1926. 

Dr. John Borden Graham, Chapel Hill, and Dr. George T. 
Harrell, Jr., Winston-Salem, have been elected by the Editorial 
Board of the North Carolina Medical Journal to serve the 
unexpired term of Dr. W. Reece Berryhill and Dr. C. C. Car- 
penter who submitted their resignations on July 8. 

North Carolina Tuberculosis Association has elected Dr. M. D. 
Bonner, Jamestown, President; Dr. Kemp D. Battle, Rocky 
Mount, Vice-President; and to the Executive Committee: Dr. 
H. L. Seay, Huntersville; Dr. H. F. Easom, Wilson; Dr. Clyde 
A. Erwin, Raleigh; Dr. Roland L. Garrett, Elizabeth City; and 
Dr. David T. Smith, Durham. 

North Carolina Trudeau Society was formed recently and the 
following officers elected: Dr. J. S. Hiatt, Jr., —_ President; 
Dr. W. E. Cook, Mebane, Vice- President; and Dr. P. A. Yoder, 
Winston-Salem, Secretary-Treasurer. 

Dr. H. W. Stevens, formerly Health Officer of Alamance 
County, replaces Dr. R. B. C. Franklin, who resigned as Health 
— of Wilson County to become Health Officer of Surry 
‘ounty. 

Dr. Stuart W. Gibbs has joined the Boice-Willis Clinic, Rocky 
Mount, as radiologist. 

Dr. Everett D. Jones has opened offices in High Point, practice 
limited to orthopedic surgery. 

Dr. I. W. Morris, Morehead City, was recently elected Presi- 
dent, Morehead City Chamber of Commerce. 


DEATHS 
formerly of North Wilkesboro, died 





Dr. Frank H. Gilreath, 
on June 19. 

Dr. J. J. W. Looney, Rocky Mount, aged 68, died recently. 

Dr. Horace Colburn Dodge, Asheville, aged 70, died recently 
of coronary thrembosis. 

Dr. Paul Williams Fetzer, Reidsville, aged 59, died recently 
of lymphosarcoma. 

Dr. John Henry Martin, Red Oak, aged 80, died recently of 
arteriosclerotic heart disease 

Goldsboro, aged 71, 


Dr. Robert Bascom Miller, 
of heart disease. 

Dr. Edward Buehler Clement, Salisbury, aged 67, “= June 18. 

Dr. Alex McLeod, Abe berdeen, aged 72, died June 1 5 

Dr. Wilson Pendieton, Asheville, aged 62, died a of 
cerebral hemorrhage. 

Dr. William Anthony Peters, Elizabeth City, aged 57, was 
drowned recently while fishing. 

Dr. Colin Shaw, Atkinson, aged 57, died recently of carcinoma 
of the throat. 

Dr. Joseph Anderson Speed, Durham, aged 59, died recently. 

Dr. Richard Bidgood Whitaker, Whiteville, aged 61, died re- 
cently of cerebral hemorrhage. 


died recently 


Continued on page 68 











Vol. 41 No. 9 SOUTHERN MEDICAL JOURNAL 67 


























Oversize Treatment Table with Built-in Irrigator 


Designed both for beauty and utility, this table will give a lifetime 
of service because of its patented Steeline construction. Examine the 
illustration critically. Note the modern, graceful lines that connote 
assurance and dignity.. Note the complete versatility, the many prac- 
tical, built-in features that are the result of advice received from hun- 
dreds of physicians. Aloe’s patented Steeline is a new and exclusive 
development in functional physicians’ office and treatment room furni- 
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OKLAHOMA 


Oklahoma State Medical Association at its 55th annual meet- 
ing installed Dr. C. E. Northcutt, Ponca City, President; and 
elected Dr. George Garrison, President-Elect; and Dr. Violet 
Sturgeon, Hennessey, Vice-President. The 1949. meeting will be 
held at Tulsa, Mayo Hotel, May 15-19. 

Oklahoma State Radiological Society has elected Dr. P. E. 
Russo, President; Dr. B. Yagol, Vice-President; and Dr. 
W. E. Brown, Secretary-Treasurer. 

Dr. O. C. Newman, Shattuck, has enlarged his hospital the 
sixth time, now a sixty-bed hospital. Dr. Newman is Chief of 
staff of surgery and consultant in the clinic and hospital; other 
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physicians associated with him are Dr. R. E. Newman, Dr. F. S. 
Newman, Dr. M. H. Newman, Dr. J. J. Smith, Dr. J. C. Wilborn, 
Dr. Leslie Miller, and Dr. A. L. Nicholson. Mr. L. R. Sidders 
is Manager. 

Dr. Henry D. Wolfe, Hugo, has been reelected President, 
Choctaw County Tuberculosis Association. 

Dr. Paul F. Smith, has moved from Durant to Carnegie where 
he will be associated with the Carnegie Hospital. 

Dr. C. W. Arrendell and Dr. E. H. Arrendell have moved into 
their new clinic in Ponca City. 

Dr. J. J. Kennedy has moved from Carnegie to Edmond. 

Dr. Ray J. Camp, who was Chief of the Surgical Service of 
the U. S. Army Hospital in Heidelberg, Germany, for twenty 
months, is associated with Dr. Joe L. Duer and Dr. Corliss C. 
Kepler in the Duer-Kepler Clinic, Woodward. 

Dr. J. Clay Williams has moved from Wewoka to Durant. 

Dr. Vernon D. Cushing, Oklahoma City, has been appointed 
Medical Director, University Hospital in Oklahoma City. He 
will also serve as instructor in the Medical School. 

Dr. John W. Shackelford, Oklahoma City, was elected Presi- 
dent of the Association of State and Territorial Directors of Local 
Health Services at the recent annual meeting held at Lake of 
the Ozarks, Missouri. 


DEATHS 


Dr. Frank Leroy Carson, Shawnee, aged 65, died recently of 
rupture of the pulmonary artery. 

Dr. R. P. Dickey, Caddo, aged 74, died recently of coronary 
thrombosis. 

Dr. William Polk Longmire, Sapulpa, aged 67, died June 1. 

Dr. Clarence R. McDonald, Tulsa, aged 66, died June 5 of 
coronary thrombosis. 





SOUTH CAROLINA 


South Carolina Medical Association at its annual meeting 
installed Dr. Robert B. Durham, Columbia, President; and 
elected Dr. Roderick Macdonald, Rock Hill, President-Elect; Dr. 
W. R. Tuten, Fairfax, Vice-President; and reelected Dr. Julian 
P. Price, Florence, Secretary-Treasurer. 

Dr. Douglas Jennings, Bennettsville, has been elected President 
of the Junior Chamber of Commerce. 


DEATHS 


Dr. Arthur H. Brown, Oswego, aged 76, died recently. 
Dr. Theodore Maddux, Union, aged 73, died recently of 
carcinoma. 


TENNESSEE 


Dr. James N. Etteldorf, Memphis, has been appointed Associate 
Professor of Pediatrics, University of Tennessee College of 
Medicine and will be Director of the new pediatric research and 
diagnostic laboratory in John Gaston Hospital, Memphis. 

Dr. James G. Shaffer, Assistant Professor of Preventive 
Medicine and Public Health, Vanderbilt University School of 


Continued on page 70 
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Across the hall . .. down the floor . . . upstairs to the 
patient you'd rather not move . . . take the KELEKET Mobile 


X-Ray Unit wherever you want it. Just plug in Ty 
for radiography in any position and when Coal Ean = ——— 
ar 


you're finished, this compact, convenient unit oa = 
can be stored in a corner or closet... out of the Cp----=4y 


way until you need it again. 


_ 


i 


Specially designed for mobility and versatility, the KELEKET 
Mobile Unit is an invaluable aid to the general prac- 
titioner, hospital or clinic. The lightweight, yet rigid tubestand 
moves easily over door sills, onto elevators . . . straddles 
desk or bed ... can be adjusted over or under the table. 
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Medicine, resigned July 1 to become Associated Professor of 
Bacteriology and Virology and Associate in Preventive Medicine, 
University of Louisville School of Medicine, Louisville. 

A portrait of the late Dr. Edward C. Ellett was unveiled 
recently in the Memphis Eye, Ear, Nose and Throat Hospital, 
where he served as Chief of Staff from 1926 until his death 
a year ago. The Memphis Society of Ophthalmology and 
Otolaryngology commissioned the portrait and former associates 
and colleagues and former residents of the hospital contributed 
to the fund. 

Dr. Herbert Acuff, Knoxville, was elected President-Elect of 
the International College of Surgeons at the convention held in 
Rome, Italy, recently. He will take office at the Seventh Inter- 
national Assembly to be held in Buenos Aires in 1950. Other 
honors conferred upon him were Honorary Fellowship in the 
Surgical Society of Rome, Italy, and Honorary Fellowship in the 
Piemontese Society of Torino, Turin, Italy. 


DEATHS 


Dr. Abner Theodore Clopton, Milan, aged 71, died recently. 

Dr. Charles Hubbard Tenent, Memphis, aged 70, died recently 
of hypertensive cardiovascular disease. 

Dr. Don Collins Peterson, Franklin, aged 47, died June 13. 

Dr. Charles Brower, Nashville, aged 87, died June 22. 





TEXAS 


American Public Health Association will hold its 1949 annual 
meeting in Dallas, Baker Hotel, April 14-16. 

A resolution adopted by the House of Delegates of the Texas 
State Medical Association provided that the central office and 
Library of the Association be moved from Fort Worth to Austin. 
Travis County Medical Society is donating a beautiful lot in 
Austin on which to erect the headquarters building. It was 
recommended that the move be made by September 1. 

Gray - Wheeler - Hansford - Hemphill - Lipscomb - Roberts-Ochiltree- 
Hutchinson-Carson Counties Medical Society, a combination of 
three former societies, has elected Dr. M. C. Overton, Jr., Pampa, 
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President; Dr. William W. Brooks, Borger, First Vice-President; 
Dr. D. B. Pearson, Jr., Perryton, Second Vice-President; Dr. 
Harold E. Nicholson, Sr., Wheeler, Third Vice-President; and 
Dr. Henry M. Hamra, Borger, Secretary. 

Second District Medical Society has reelected Dr. R. B. G. 
Cowper, Big Spring, President; and Dr. C. U. Callan, Rotan, 
Vice-President; and elected Dr. Carl Uthoff, Big Spring, Secre- 
tary. 

Dr. Benjamin B. Wells, formerly Dean, University of Arkansas 
School of Medicine, Little Rock, has been appointed Director and 
head of the Department of Clinical Pathology, University of 
Texas Medical Branch, Galveston. 

Dr. Tinsley R. Harrison, Professor of Medicine, Southwestern 
Medical College, Dallas, was elected President of the American 
Heart Association in June. 


DEATHS 


Dr. Stewart M. Keechi, died of cerebral 
hemorrhage. 

Dr. Newton Harrison Bowman, aged 73, died recently of pul- 
monary tuberculosis. 

Dr. Alfonso Adelbert Roberts, Kerrville, aged 71, died recently 
of vascular disease with diabetes mellitus as a contributing cause. 

Dr. Charles Marvin Hall, Hico, aged 80, died recently of 
coronary artery disease. 

Dr. Thomas Hillman Oliphant, Corpus Christi, aged 48, died 
recently of coronary thrombosis. 

Dr. John Coleman Stiles, Dallas, aged 75, died recently. 


Brown, recently 


VIRGINIA 


Orange County Medical Society has elected Dr. C. Cameron 
Kress, U. S. Navy retired, President. Those serving with him 
are: Dr. J. Dave Middlemas, Orange, Vice-President; and Dr. 
J. C. Bruce, Gordonsville, Secretary-Treasurer. 

Princess Anne County Medical Society has elected Dr. Ira L. 
Hancock, Creeds, President; and Dr. Kathryn D. Hill, Virginia 
Beach, Secretary. 

Norfolk County Medical Society has installed Dr. H. W. 
Rogers, President; and elected Dr. Frank P. Smart, President- 
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Elect; Dr. B. L. Parrish, Vice-President; Dr. Walter P. Adams, 
Secretary; and Dr. J. Franklin Waddill, Treasurer. 

Nansemond County Medical Society has reelected Dr. J. M. 
Habell, Jr., President; and Dr. W. H. Chapman, Secretary- 
Treasurer, both of Suffolk 

Medical College of Virginia Alumni Association at its annual 
meeting installed Dr. Robert J. Wilkinson, Huntington, West 
Virginia, President; and elected Dr. Alan J. Chenery, Washington, 
D. C., President-Elect; Dr. Powel G. Fox, Raleigh, North 
Carolina, Dr. G. A. C. Jennings, Richmond, Dr. H. G. White- 
head, Richmond, Mrs. Sabra S. Sadler, Richmond, Vice-Presidents. 
Dr. W. Henry Street and Dr. Harvey B. Haag, both of Richmond, 
were reelected Secretary and Treasurer, respectively. 

Dr. Edmund Madison Chitwood, Jr., Charlottesville, and Dr. 
Sarah Elizabeth Watson Roberts, Man, West Virginia, were 
married June 14. 

Dr. James Workman Culbertson is the winner of the tenth 
biennial award of the John Horsley Memorial Prize in Medicine, 
which consists of a certificate and a prize of $600.00. The prize 
was founded in 1927 by Dr. J. Shelton Horsley of Richmond in 
memory of his father. Dr. Culbertson’s research was on the 
“Effect of Various Types of Sympathectomy Upon Vasopressor 
Responses in Hypertensive Patients.” 

Dr. M. Pierce Rucker, Richmond, was elected honorary Vice- 
President of the Medical Library Association at its fiftieth anni- 
versary meeting held in Philadelphia recently. 

Dr. Asher L. Baker, Richmond, is Associate Physician at Elm- 
hurst Manor, a private psychiatric hospital in Portland, Con- 
necticut. 

Dr. V. John Murgola, recently of Portsmouth, is in Wash- 
ington, D. C., serving a preceptorship with Dr. George B. Trible 
in ear, nose and throat for a two-year period. 

Dr. E. G. Gill, Roanoke, was recently elected a member of 
the Oxford Ophthalmological Congress of London, England. 

Dr. Harvey B. Haag, Dean of School of Medicine, Medical 
College of Virginia, Richmond, has announced the addition of a 
Department of Legal Medicine to the school’s curriculum be- 
ginning with this school term. 

Dr. John O. Boyd, Jr., Roanoke, was elected as one of the 
three new members to the Board of Directors of the American 
Academy of General Practice at its meeting held in Chicago in 
June. The Board of Directors selected Cincinnati, Ohio, March 
7-9, 1949, as the place of meeting and date of the first annual 
Scientific Assembly of the American Academy of General Prac- 
tice, and the Netherland Plaza Hotel as headquarters. 

Dr. Walter B. Martin, Norfolk, was elected to the Board of 
Trustees of the American Medical Association to fill the un- 
expired term of the late Dr. C. W. Roberts of Atlanta, Georgia, 
until 1951. 

Dr. H. D. Crow has been appointed Health Director of the 
Fredericksburg-King George-Stafford Health District. 

State Board of Medical Examiners has named Dr. Guy W. 
Horsley, Richmond, President; Dr. C. L. Riley, Winchester 
Vice-President; and Dr. K. D. Graves, Roanoke, Secretary- 
Treasurer. 

Johnston-Willis Hospital, Richmond, has completed its new 
75-bed addition and it has been named Tompkins Pavilion in 
memory of the late Dr. James McCaw Tompkins. With this 
addition the hospital has a capacity of 225 beds, the largest 
one hospital in the state. 

L. J. Roper has been reappointed as State Health Com- 
minslanat for a new four-year term. He was appointed to this 
position two years ago to fill the unexpired term of Dr. I. 
Riggin who resigned to- return to private practice in Suffolk. 

Dr. Paul W. Bowden has been appointed as chief of com- 
municable and venereal disease control for the Richmond Depart- 
ment of Public Health. 

Dr. L. D. Policoff has been appointed as head of the new 
medical service program for city employees of the Richmond 
Health Department. 

Dr. Willis M. Sprinkle, Marion, and Miss Irma Chappel, 
Miami, Florida, were married June 27. 

Dr. Claude Gibson Hooten, Jr., Lynchburg, and Miss Martha 
Anne os, Dade City, Florida, were married June 20. 

Dr. H. Henderson, Norton, has opened an Orthoptic Clinic 
in ee. with his practice of ophthalmology. 

Dr. William F. Grigg, Jr., Richmond, is a member of the 
staff of the City Hospital, Asheville. North Carolina. 

Dr. H. R. Coleman, recently of Wilmington, North Carolina, 
has located in Lynchburg where he will specialize in diseases of 
the eye, ear, nose and throat. 


DEATHS 


Dr. Francis H. Smith, Abingdon, died July 1. 
Dr. Rufus L. Raiford, Southside, aged 76, died June 25. 
Dr. Joseph A. Rucker, Bedford, aged 77, died June 29. 
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Dr. Julian McGruder Robinson, Danville, aged 73, died June 


Dr. Robert Richard Lee, Marvinsville, aged 79, died June 6. 
Dr. James Sinkler Irvine, Evington, aged 80, died recently. 

Dr. Eugene Hartwell Luck, Roanoke, aged 62, died recently. 
Dr. Arthur Lee Wilson, Lynchburg, aged 73, died August 5. 





WEST VIRGINIA 


Ohio County Medical Society, Wheeling, has elected Dr. C. G. 
McCoy, President; Dr. W. C. Boggs, Vice-President; Dr. P. V. 
Graham, Secretary; and Dr. A. J. Niehaus, Treasurer. 

Dr. W. W. Point, Charleston, has been appointed part-time 
Obstetrical Consultant, Division of Maternal and Child Health 
of the State Health Department. Dr. Point has also been ap- 
pointed by the Public Health Council as a member of the Ad- 
visory Committee to the Division of Cancer Control of the 
State Health Department to fill the vacancy caused by the death 
of Dr. J. Ross Hunter, Charleston. 

West Virginia Heart Association will hold its fall meeting at 
Morgantown, October 29, under the presidency of Dr. William 
A. Thornhill, Charleston. Dr. Fred Richmond, Beckley, is 
Secretary-Treasurer. s 

Dr. Vincent J. Daly, Ypsilanti, Michigan, has accepted appoint- 
ment as Clinical Psychologist, Huntington Staté Hospital; and Dr. 
Chris J. Buscaglia, also of Ypsilanti, succeeds Dr. Edward K. 
Hawke as a member of the medical staff. 

West Virginia Section of the Southeastern Surgical Congress 
will hold its annual meeting September 3-4 at Huntington, 
Prichard Hotel. Dr. R. J. Wilkinson, Huntington, is Chairman 
of the State Executive Committee, and will be in charge of 
the meeting. 

Dr. R. J. Wilkinson, Huntington, was elected President of 
the Medical College of Virginia Alumni Association recently, 
succeeding Dr. Harry Lee Claud, Washington, D. C. 

Dr. Marguerite G. Stemmerman, associated with Dr. Thelma 
V. Owen, Huntington, in the Owen Clinic, has been cited by Pi 
of New York chapter, Elmire College, Elmire, New York, for 
membership in Phi Beta Kappa. The award is made on_ the 
basis of research in various aspects of tuberculosis, particularly 
work on amyloidosis. 
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Dr. Charles E. Davis, Jr., formerly of Beckley, is located in 
Norfolk with offices in the Medical Arts Building, specialty 
limited to surgery. 

Dr. Richard N. O’Dell has opened offices in Nitro after doing 
postgraduate work in internal medicine at the University Hos- 
pital, Syracuse, New York. - 

Dr. Frederick E. Amick, Charleston, is associated in his 
specialty of pediatrics with Dr. Thomas G. Folsom, in the Pro- 
fessional Building, after completing postgraduate work at the 
Gallinger Municipal Hospital in Washington, D. C. 

Dr. David C. Prickett, Alloy, has accepted a surgical resi- 
dency at St. Joseph’s Hospital, Parkersburg. 

Dr. Andrew K. Butler, formerly of Hopemont, has located at 
Riverside Hospital, Newport News, for the practice of radiology, 
after. completing three years’ training at University Hospital, 
University of Michigan, Ann Arbor, Michigan. 

Dr. J. M. Coram, Beckley, is part-time Health Officer for 
Raleigh County, succeeding Dr. W. W. Hume, deceased, and Dr. 
, A McClure, Marlington, is part-time Health Officer for 
Pocahontas County. 

Dr. Chauncy B. Wright, Huntington, has been reelected Chair- 
man, Board of Directors, of the West Virginia Cancer Society; 
and Charles Lively, was reelected Secretary. 

The Council of the West Virginia State Medical Association 
has selected the Greenbrier, White Sulphur Springs, as place of 
1949 meeting, date to be August 4-6. Reservations cannot be 
accepted until May 1, 1949. 


DEATHS 


Dr. Ira Clay Hicks, Huntington, aged 79, died recently of 
multiple injuries received in a fall. 

Dr. William Burkhart Scherr, Morgantown, aged 54, died re- 
cently of adenocarcinoma of the rectum. 

Dr. Winfield Scott Smith, Philippi, aged 74, died recently of 
coronary occlusion. 
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FOR SALE—Six-room cottage. Furnace heat, garage, choice loca- 
tion. A fast growing cotton mill town of 5,000 with a medical 
center but no dentist in the town where one is badly needed. 
Lot 87 ft. front by 482 ft. back. Can be used as a private home 
and office. Will sell furnished or unfurnished. Electric kitchen. 
Write MHJ, care Southern Medical Journal. 











WANTED—Assistant Physician, County Tuberculosis Sanatorium 
in New England. Training in tuberculosis desirable but not 
essential. Annual salary $3060, plus maintenance for self and 
wife, if married. Grade A American Medical School graduate. 
Send snapshot and full particulars of qualifications. Write GWE, 
care Southern Medical Journal. 





FOR SALE—Radium, 40.62 mm in glass tube and lead container; 
10.10 mm plaque; certified by . S. Bureau of Standards. 
Communicate with American National Bank, Danville, Virginia, 
Executor. 





FOR SALE—Physician’s office equipment and _ instruments. 
Write BTL, care Southern Medical Journal. 





WANTED— Assistant Physician, Tuberculosis: Minimum salary 
$3000 a year with full maintenance for candidates with no 
tuberculosis experience. Salary—$3400-4250 a year with full 
maintenance for candidates with two years experience. Position 
affords all advantages of employment under State Merit System 
such as generous vacation and sick leave benefits, automatic in- 
creases in salary and a liberal retirement system. Also affords 
an opportunity to work under the progressive public health pro- 
gram of the State Department of Health. Mail inquiry to Dr. 
I. B. Lyon, Superintendent Maryland Tuberculosis Sanatorium 
at Sanatorium, Maryland. 





WANTED—Doctors, x-ray technicians, laboratory technicians, 
institutional nurses, dietitians, medical secretaries. Openings in 
the Southeast. Write—Mrs. Stewart R. Roberts, Medical Place- 
ment Service, 768 Juniper St., N.E., Atlanta, Ga. 





WANTED AT ONCE—Resident for general rotating Service in 
a Private Hospital of 145 beds. Approved hospital training 
school of 85 students, training school Medical Technicians, 21 
obstetrical beds, 18 orthopedic beds. May live in. Salary open. 
Ninety per cent of work in Institution is surgery. Address: Mrs. 
Linda Dow, R.N., Superintendent, South Highlands Infirmary, 
Birmingham 5, Alabama. 
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Presenting iron in readily assimil- 


Cane sugar, glycerine, flavoring...aa. ..q.s. 


Tablets HEMABOLOIDS 


with Liver Concentrate 


75 


os = =P 











able protein combination. Cause Each tablet represents: 
no puckering, griping, gastric up- Iron (as proteinate)........0+seeeee+ 35 mg 
sets, discoloration of teeth or Liver Concentrate (20:1)...........0+ 100 mg. 
constipation. 
Palatable * Well Tolerated HEMABOLOIDS 
ARSENIATED 
Each fluid ounce represents: 
Alcohol (by volime)..........+++++-.1I7% 
RI ncsvctacsccccccccnsana 1/20 gr. 
tron (as proteinate) .........+++2000+ 120 mg 
Cane sugar, glycerine, flavoring...ac. ..q.s. 


elite 


THE ARLINGTON CHEMICAL COMPANY, yvonxers 1, NEw YORK 












































ur BINOCULAR LOUPES 


For Accurate Magnification 

































































When examining the external portions 
of the eye, or for general close examina- 
tion work, choose one of these comforta- 
ble, lightweight, inexpensive AO loupes 
for utmost comfort and accuracy. Both 
loupes can be worn over glasses. Order 
from your nearest AO Branch Laboratory. 


THE AO BERGER LOUPE 

































































































































































THE AO BEEBE LOUPE 





Outside light interference is 
practically eliminated with the new, 
all-plastic AO Berger Loupe. Aper- 
tures in the lower part of the 
housing allow sight pf instruments 
without removing loupe. Readily 
adjustable to your PD and facial 
contour. Magnifies 2.5 times. 





































































































































































When not being used for examination, the AO 
Beebe Loupe need not be removed to observe 
other objects. Its comfortable, light-weight, cable 
temple frame has cells for corrective lenses, or 
it may be worn over glasses. Angle of convergence 
is easily adjustable. Magnifies 2 times, 















































































































































BACKGROUND 


eee 
——— 
aeVILY 
ACTIONAR " 


KEATMEN 





DEXTRI-MALTOSE 


Aproduct consisting of maltose 

and dextnins, resulting from the 

enzymic action of barley malt 
on corn flour 


with 
SODIUM CHLORIDE 2% 








SPECIALLY PREPARED. 
FOR USE tm INFANT DIETS 


WEAD JOHNSON & CO. 


EVANSVILLE, IND, USA 























3 ez 4 
bohydrate employed in this system of infant feeding enjoys so 
ga background of authoritative clinical experience as Dextri-Maltose. 


recognition. 
rich and endurin 














HOW much sun does 


the infant really get? 


Not very much: (1) When the baby is bun- 
dled to protect against weather or (2) when 
shaded to protect against glare or (3) when 
the sun does not shine for days at a time. 
Mead’s Oleum Percomorphum is a pro- 
phylactic against rickets available 365; 
days in the year, in measurable potency and 
in controllable dosage. Use the sun, too. 


Mead Johnson & Co., Evansville, Ind., U.S.A. 


This baby’s mother learned 
about Mead’s Oleum Percomor- 
phum from her physician, not from 
public advertising or displays. 


"Servamus Fidem” 





CEL 


\ 
Absorbable Hemostatic 
Oxidized Cellulose 


in gauze-type and 


| PA s 

}OXYCEL 
Gauze- TYPE 

ePpLy 

STERILE 
ABSORBABLE 
OXIDIZED 
CELLULOSE 


wane j cotton-type forms. 


Z room and the office 


Where oozing persists despite liga- Minor surgical procedures may 
tion of all discernible blood ee. be carried out with greater con- 
OXYCEL applied as a surgical pack fidence and with less risk of psy- 
controls bleeding promptly. As vital chic trauma to the patient. Use of 
as the surgeon’s hemostat, OXYCEL OXYCEL controls bleeding that 
minimizes trauma and_ shortens persists following placement of 
operative procedure. ligature and suture. 


OXYCEL, Parke-Davis oxidized cellulose, is available in convenient forms of 
application to bleeding surfaces in body cavities and tissues. In surgical 
wounds in soft tissues, it is absorbed without producing irritation or delaying 
healing. 


eo. 


\ 


LF PADS ~_ Vf PLEDGES 


PACKAGE INFORMATION: 
Suppl i ndividual glass e¢ 
OXYCEL PADS: Steril a ype 3 i < 3 in. eight-ply pads 
OXYCEL PLEDGETS: Sterile, cotton-type 2", in. x 1 in, x 1 in. portions. 
OXYCEL STRIPS: Ste e, four-ply, gauze-type strips 18 in. x 2 in 
OXYCEL FOLEY CONES: Sterile. four-ply, guuze-type dises, 
onvenie olded in radially fluted form. 


ing convenient forms: 


-, pleated in accordion fashion 
5 in. and 7 in, diameters 


PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN mi 
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